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ABSTRACT 

Serious Emotional Disturbance is one of 13 

handicapping conditions delineated in the Individuals with 

Disabilities Education Act (IDEA) . Statistical information 

from the United States Department of Education indicates 

that the prevalence of Serious Emotional Disturbance among 

public school students is under-diagnosed. 

This research was designed to study the usefulness of 

the Minnesota Multiphasic Personality Inventory-Adolescent 

version (MMPI-A) in identifying public school students with 

Serious Emotional Disturbance. Twelve scales of the MMPI-A 

were selected for use in this study because they were 

associated with problems in school or because they related 

to one of the five criteria for SED specified in IDEA. 

These scales were Hypochondriasis, Depression, Psychopathic 

Deviate, Paranoia, Schizophrenia, Hypomania, Adolescent-

Health Concerns, Adolescent-Depression, Adolescent-Low 

Self-Esteem, Adolescent-Low Aspirations, Adolescent-School 

Problems, and Immaturity. A sample of 36 students, 

identified with Serious Emotional Disturbance, completed 

the MMPI-A. Student scores on each of 12 scales were 

compared with the scores of 38 adolescents not diagnosed 

with Serious Emotional Disturbance (normative sample) and a 

clinical sample of 37 adolescents in psychiatric hospitals 

and residential treatment centers. Multivariate analysis 

of variance was used to determine the presence or absence 
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of significant differences among the 12 scales across the 

three groups. Also, discriminant analysis was performed to 

determine which scales best sorted the students into the 

three groups. 

Results indicated that scores for Psychopathic 

Deviate, Paranoia, Schizophrenia, and Immaturity, were 

significantly different between the normative sample and 

SED sample as well as between the normative and clinical 

inpatient sample. Scores were significantly different 

between the normative and SED sample for Hypomania. 

Significant differences were found only between the 

normative and clinical inpatient samples for Depression, 

Adolescent-Depression, and Adolescent-Low Self-Esteem. The 

other four scales showed no significant differences among 

the three groups. Discriminant analysis found a 

combination of two equations for discriminant function that 

accurately sorted a significant percentage of participants 

into the three groups. 

Vll 



LIST OF TABLES 

3.1 MMPI-A Scales and Their Relation to SED Criteria 82 

3.2 Test-Retest Data for Basic Validity and Clinical 
Scales for a Subsample of Normative Subjects 94 

3.3 Internal Consistency of Basic Validity and Clinical 
Scales for the Normative and Clinical Samples 95 

3 . 4 Reliability of MMPI-A Content Scales 96 

4 .1 Correlation Matrix 106 

4.2 Mean Uniform T-scores and ANOVA Results 109 

4 . 3 Multiple Linear Regression Results 117 

4.4 Standardized Discriminant Function Coefficients 119 

4.5 Unstandardized Discriminant Function 
Coefficients 120 

4 . 6 ANOVA Results for Centroids 121 

4.7 ANOVA Results of Centroids by Groups 122 

4.8 Correlations Between Discriminating Variables 

and Canonical Discriminant Functions 123 

4.9 Discriminant Analysis Classification Results 124 

5.1 Group Means by Gender in the Normative and 
Clinical Samples of the Standardization 134 

5.2 Group Means by Gender from the SED and Clinical 
Inpatient Samples of this Study 135 

5.3 Discriminant Analysis Classification Results 
Using Only the Normative and SED Groups 151 

B.l Actual Group Membership, Assigned Group 
Membership, and Function Scores 173 

Vlll 



LIST OF FIGURES 

4.1 Histogram of Normative Sample 104 

4.2 Histogram of SED Sample 104 

4.3 Histogram of Clinical Inpatient Sample 105 

IX 



CHAPTER I 

INTRODUCTION 

Definitions of adolescence vary by author, country, 

and culture. One of the more common definitions in the 

United States was described by Elkind as '̂a dynamic period 

of growth that propels the child toward adulthood" (1994, 

p. 186). In America and most Western cultures, adolescence 

begins at approximately 10 to 13 years of age and ends at 

18 to 22 years of age, an interval which begins with the 

onset of puberty and ends with the assumption of adult 

responsibilities (Fuhrman, 1986; Manaster, 1989). 

The Education for All Handicapped Children Act (EHA), 

passed by the U.S. Congress in 1975, listed five specific 

characteristics of children who could qualify as having a 

Serious Emotional Disturbance (SED). These criteria were 

continued without changes when EHA was re-authorized in 

1992 and 1997 as the Individuals with Disabilities 

Education Act (IDEA, Public Law 102-119 and Public Law 

105-17). These five criteria are: (1) an inability to 

learn which cannot be explained by intellectual, sensory, 

or health factors; (2) an inability to build or maintain 

satisfactory interpersonal relationships with peers and 

teachers; (3) inappropriate types of behavior or feelings 

under normal circumstances; (4) a general pervasive mood 

of unhappiness or depression; or (5) a tendency to develop 
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physical symptoms or fears associated with personal or 

school problems (Executive Committee of the Council for 

Children with Behavior Disorders, 1987; Morgan & Jenson, 

1988; Texas Education Agency and Texas Department of 

Mental Health and Mental Retardation Joint Task Force on 

Emotional Disturbance, 1990). 

Because of compulsory attendance laws, most 

adolescents in the United States are enrolled in school. 

According to information from the Texas Education Agency 

Public Education Information Management System (REIMS), in 

the 1995-1996 school year, more than 500,000 adolescents 

were enrolled in public schools in Texas. Almost 18,500 

students, approximately 1.1%, in grades 7 through 12 

received special education services as students with SED, 

because their behavior was interfering with their academic 

progress. The prevalence estimate for SED range from 1% to 

40% of school enrollment depending on the school district, 

the state, the author and criteria used (Balow, 1979; 

Forness, 1992; Long, 1983; Morgan & Jenson, 1988). Even 

though federal estimates recommend that at least 2% of the 

school population should be classified as SED, the average 

prevalence rates for the United States have remained 

consistent at 1% (Skiba, Grizzle, & Minke, 1994). Students 

with SED have been under-diagnosed (Morgan & Jenson, 1988; 

Skiba, Grizzle, & Minke, 1994). 



Statement of the Problem 

Under the 197 6 Education of All Handicapped Children 

(EHA) and its 1992 and 1997 re-authorizations, the 

Individuals with Disabilities Education Act (IDEA), 2% of 

the school-aged population could be identified as students 

with a Serious Emotional Disturbance (SED). According to 

Morgan and Jenson (1988), this would equal one million 

children in the United States in 1988; however, data from 

1988 indicated that only 360,000 students (or approximately 

0.8%) were receiving special education services as SED. 

Using data from the REIMS, 1.3% of students in grades seven 

through twelve in Texas were identified as SED for the 

1992-1993 school year. This percentage increased to 1.4% 

for the 1993-1994 school year, and fell to 1.1% for the 

1995-1996 school year. Forness (1992) cited information 

from the U.S. Department of Education that put the rate of 

SED at .89% of school enrollment nationwide. These 

percentages are below the estimated 2% allowed in EHA and 

IDEA and indicates that SED appears to be under-diagnosed 

in the public school population in Texas and throughout the 

United States. 

Wood and Smith (1984), Morgan and Jenson (1988), 

McConaughy and Achenbach (1990), and Forness (1992) believe 

that SED is under-diagnosed in public schools in the United 

States. Some authors attribute this to problems with the 

way SED is defined in EHA and IDEA (Forness, 1992; 



McConaughy & Achei±>ach, 1990). Other authors insist SED is 

under-diagnosed because there is little professional 

agreement about the precise methods of identifying and 

diagnosing SED. The procedures involved are not well-

defined or understood (Morgan & Jenson, 1988; Wood & 

Smith, 1984). Some tests, such as intelligence scales and 

individual achievement tests, are included in every 

comprehensive individual assessment battery, regardless of 

what the suspected disability may be. When SED is 

suspected, the assessment process may include observations 

of the student's behavior in class and clinical interviews 

with the student, parent, and teachers, as well as drawing 

tasks and personality measures. 

A comprehensive assessment approach for the 

identification and placement of students with SED should 

include a structured interview, a diagnostic screening 

measure, behavioral observation, and academic achievement 

measures (Morgan & Jenson, 1988) . Of these suggested 

methods, only the academic achievement measures give solid 

objective information. Diagnostic screening measures, such 

as the Draw A Person: Screening Procedure for Emotional 

Disturbance (DAP:SPED), as the name implies, are screening 

instruments whose value is limited to deciding if further 

psychological assessment is appropriate (McNeish & 

Naglieri, 1993). 



Structured interviews of students, teachers, and 

parents are useful for collecting information about a 

student's behavior. Conferences with teachers and parents 

allow the evaluator to gather basic information such as 

past history, developmental data, and their perception of 

the problem. Structured interviews, which utilize a 

specific set of questions, are more productive than 

unstructured interviews, because they provide more precise 

information and increase reliability. However, structured 

interviews usually do not give enough information by 

themselves to warrant a diagnosis of SED. Reynolds, 

Gutkin, Elliott, and Witt (1984) suggest that teachers are 

not always accurate observers of their own behavior or the 

behavior of the students in their classrooms. Teachers 

tend to overstate the severity of a student's behavior 

problems, which is understandable when a teacher hopes to 

have the student removed from his/her class (Morgan & 

Jenson, 1988). Conversely, parents are inclined to 

minimize the severity of their children's behavioral 

problems. In clinical interviews, students and parents 

tend to idealize their own or their child's behaviors and 

report information that fits cultural stereotypes and 

expectations (Morgan & Jenson, 1988). Therefore, 

information from structured interviews is not always 

objective. 



Direct behavioral observation represents one of the 

best sources of information about students suspected of 

SED. Sometimes the best way to understand a student's 

problem behavior is to go into the classroom and observe 

the behavior as it occurs. The purpose of direct 

behavioral observation is to determine the features of a 

student and his/her classroom or school environment that 

maintain certain behaviors. However, there are several 

problems associated with behavioral observations. One is 

that the presence of an observer in the classroom often 

changes the behaviors that the observer needs to view 

(Reynolds, Gutkin, Elliott, & Witt, 1984) . Second, 

behavioral observation is time-consuming and expensive in 

terms of the time required to collect and process the 

information. Although observation by more than one person, 

other than a teacher or parent, would increase the 

reliability of the information, this method would be even 

more time-consuming and expensive (Kratochwill & Sheridan, 

1990; Morgan & Jenson, 1988) . 

A large number of formal behavior checklists and 

rating scales have been developed for clinical assessment 

of children and adolescents. Behavior checklists are 

useful for several reasons. Some checklists and rating 

scales have separate versions for teachers and parents. 

They are economical in cost, effort, and time, when 

compared to direct behavioral observation. Data from 



checklists are also relatively easy to quantify and score 

(Kratochwill & Sheridan, 1990; Morgan & Jenson, 1988) . 

However, there are several limitations to behavioral 

checklists. First, they represent an indirect dimension of 

assessment. Data are gathered from the parent or teacher, 

rather than from the student. Second, the scales and 

checklists also tend to be less sensitive to subtle changes 

in behavior. Third, their psychometric characteristics are 

often weak (Kratochwill & Sheridan, 1990; Morgan & Jenson, 

1988). 

Whereas structured interviews, direct behavioral 

observations, and behavior checklists and rating scales 

complement each other in providing important information 

about a student's behavior problem, they lack a solid 

objective foundation for diagnosing a student with SED 

(Kratochwill & Sheridan, 1990). They also lack the proper 

psychometric properties for normative comparison with the 

general population of students and often are based on 

indirect information from someone (parent or student) who 

may be biased (Reynolds, Gutkin, Elliot, & Witt, 1984) . 

Particularly lacking in this list of assessment 

methods is an objective measure that is based on a 

student's direct responses and scored against national 

norms. The Minnesota Multiphasic Personality Inventory-

Adolescent Version (MMPI-A) may be able to fill this void 

for adolescent students. The MMPI-A consists of 478 
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true/false statements that give a profile of 37 validity. 

Clinical, content and supplementary scales. Twelve of 

these scales relate to behaviors or criteria included in 

the definition of SED- The MMPI-A questionnaire is 

completed directly by the adolescent being evaluated and 

has a solid psychometric foundation for interpretation. 

The purpose of this study is to find a more precise, 

efficient method for identifying SED adolescents. 

Specifically, this study is designed to determine if the 

(MMPI-A) can be used in a comprehensive assessment battery 

to help identify adolescents who qualify for special 

education services as students with SED. 

Significance of the Study 

Current assessment methods for diagnosing students 

with Serious Emotional Disturbance (SED) include clinical 

interviews, observing students, and interviewing their 

teachers and parents. These methods are very subjective 

and lack a solid psychometric base for interpretation. 

Interviews and checklists provide indirect information, 

usually from parents and teachers rather than from the 

student. Information from parents and teachers tends to be 

distorted. Parents tend to de-emphasize the problem and 

teachers tend to exaggerate it. Available methods for 

evaluating the data from interviews, observations, and 
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checklists are not well standardized or normed, thus making 

relevant comparisons to a normative population difficult. 

Projective techniques, such as the Rorschach and 

Thematic Apperception Tests, which rely on responses from 

the student, have been rarely used in diagnosing SED 

because of their lack of a solid psychometric base for 

interpretation (Worchel, 1990) . Other personality 

measures, such as the Personality Inventory for Children 

(PIC), also rely on responses from a parent rather than 

from the child (Lachar & Lacombe, 1983). 

Identifying children with SED or any other impairment 

that hinders educational progress cannot be based on only 

one test. A comprehensive individual assessment requires 

information from multiple sources, of which formal testing 

is only one. But the practice of basing a diagnosis of SED 

on information that can easily be biased (such as data from 

interviews and checklists completed by a teacher or parent) 

or classroom observation data that also can be easily 

distorted by the presence of the observer is questionable. 

This study is important to the field of school psychology 

because the Minnesota Multiphasic Personality Inventory-

Adolescent Version (MMPI-A) is based on the direct 

responses of the student and has a sound psychometric 

foundation for interpretation. Using the MMPI-A in a 

comprehensive assessment to identify students with SED 



could add an objective personality measure that is based on 

information obtained directly from the student involved. 

Research Questions 

The following research questions guided this study to 

determine if the Minnesota Multiphasic Personality 

Inventory—Adolescent Version (MMPI-A) can discriminate 

among adolescent students without Serious Emotional 

Disturbance (SED), adolescent students with SED, and 

adolescents who are in psychiatric hospitals or residential 

treatment centers. 

1. Are there any differences on the scores of the 12 

scales selected for this study among a normative sample 

of adolescents, adolescents identified with SED, and a 

clinical inpatient sample of adolescents? 

lA. Is there a significant difference among the 

three groups of adolescents on the 

Hypochondriasis Scale of the MMPI-A? 

IB. Is there a significant difference among the three 

groups of adolescents on the Depression Scale of 

the MMPI-A? 

IC. Is there a significant difference among the three 

groups of adolescents on the Psychopathic Deviate 

Scale of the MMPI-A? 

10 
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ID. Is there a significant difference among the three 

groups of adolescents on the Paranoia Scale of 

the MMPI-A? 

IE. Is there a significant difference among the three 

groups of adolescents on the Schizophrenia Scale 

of the MMPI-A? 

IF. Is there a significant difference among the three 

groups of adolescents on the Hypomania Scale of 

the MMPI-A? 

IG. Is there a significant difference among the three 

groups of adolescents on the Adolescent-

Depression Scale of the MMPI-A? 

IH. Is there a significant difference among the three 

groups of adolescents on the Adolescent-Health 

Concerns Scale of the MMPI-A? 

II. Is there a significant difference among the three 

groups of adolescents on the Adolescent-Low Self-

esteem Scale of the MMPI-A? 

IJ. Is there a significant difference among the three 

groups of adolescents on the Adolescent-Low 

Aspirations Scale of the MMPI-A? 

IK. Is there a significant difference among the three 

groups of adolescents on the Adolescent-School 

Problems Scale of the MMPI-A? 
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IL. Is there a significant difference among the three 

groups of adolescents on the Immaturity Scale of 

the MMPI-A? 

2. Which of the 12 scales, either individually or group of 

scales, characterize group membership? 

Definition of Terms 

This study compared 12 scales from the Minnesota 

Multiphasic Personality Inventory—Adolescent Version from 

three groups of adolescents: a normative sample of 

adolescents who attend public schools, adolescents who 

attend public schools who were identified with SED, and 

adolescents who were clinical inpatients of a psychiatric 

hospital or residential treatment center. To clarify the 

key terms used in this study, the following definitions are 

provided: 

Clinical inpatient sample: In this study, the clinical 

inpatient sample consisted of adolescents between the ages 

of 14-18 years, inclusive, who were in residential 

treatment centers or a psychiatric hospital at the time 

they completed the MMPI-A. All participants in this sample 

had at least a seventh-grade reading level. 

Normative sample: In this study, the normative sample 

consisted of adolescent students between the ages of 14 and 

18 years, inclusive, who were enrolled in general education 

classes of a public school and were not identified as 
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students with SED. The students in this sample may have 

been identified with other impairments such as speech 

impairments, learning disabilities, or orthopedic 

impairments. However, ail participants in the normative 

sample had at least a seventh-grade reading level. 

SED: EHA and IDEA specified five characteristics of 

students who could qualify as SED. These five criteria 

are: (1) an inability to learn which cannot be explained 

by intellectual, sensory, or health factors; (2) an 

inability to build or maintain satisfactory interpersonal 

relationships with peers and teachers; (3) inappropriate 

types of behavior or feelings under normal circumstances; 

(4) a general pervasive mood of unhappiness or depression; 

and (5) a tendency to develop physical symptoms or fears 

associated with personal or school problems (Executive 

Committee of the Council for Children with Behavior 

Disorders, 1987; Morgan & Jenson, 1988; Texas Education 

Agency and Texas Department of Mental Health and Mental 

Retardation Joint Task Force on Emotional Disturbance, 

1990) . These symptoms must be ""signifleant enough to have 

been manifested over a long period of time and to a marked 

degree" (Executive Committee of the Council for Children 

with Behavioral Disorders, 1987; Texas Education Agency 

and Texas Department of Mental Health and Mental 

Retardation Joint Task Force on Emotional Disturbance, 

1990). This definition of SED intentionally included 
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students with schizophrenia or autism, but excluded 

students with ''social maladjustment" (Bower, 1982) . 

SED sample: In this study, the SED sample consisted 

of students between the ages of 14-18 years, inclusive, who 

were identified as SED by clinical or school psychologists 

hired by the school districts where they reside. These 

students were enrolled in public school and were recipients 

of special education services. Some were attending general 

education classes, some were placed in a combination of 

general education and special education classes, and some 

were in self-contained classes for students with SED- All 

participants in the SED sample had at least seventh-grade 

reading level. 

Delimitations 

The following delimitations provided the boundaries of 

this study. First, the normative sample of participants 

were students enrolled in either a high school psychology 

class or speech class. Some of these students may have 

been identified for special education services, but none 

were diagnosed with Serious Emotional Disturbance (SED). 

A second delimitation of this study involved the 

definition for SED. Even though the federal definition of 

SED included students with autism, none of the students in 

the SED sample were diagnosed with autism. In Texas, 
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autism is a separate impairment and has a separate 

definition and criteria from the SED definition. 

A final delimitation of this study concerned the 

instruments used to document a minimal seventh-grade 

reading level for each participant. Each participant in 

the normative sample was given the Wide-Range Achievement 

Test—3"^ edition to verify the minimal reading level. Some 

of the SED participants had their reading levels documented 

by information from their current comprehensive individual 

assessments. When Minnesota Multiphasic Personality 

Inventory—Adolescent Version (MMPI-A) profiles were 

obtained from sources other than psychiatric hospital and 

residential treatment centers, verification of the 

participants' reading levels was also obtained from their 

assessment records. 

Limitations 

The following limitations in this study were 

conditions that were beyond the control of this 

investigator. The limitations centered on the availability 

of subjects. 

The participants in this study were samples of 

convenience and may not reflect the general population of 

students not identified with Serious Emotional Disturbance 

(SED), students with SED, and/or, clinical inpatient 

adolescents. The normative and clinical inpatient samples 
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m̂ ay not adequately mirror the normative and clinical sample 

used to standardize the Minnesota Multiphasic Personality 

Inventory-Adolescent Version (MMPI-A) . For example, the 

normative sample in this study had twice as many females as 

males and was predominantly Caucasian. The sample of SED 

students had more males than females and was also 

predominantly Caucasian. 

Another limitation is presented because of geographic 

location in that all participants in this study were from 

west Texas. Because the subjects were recruited from 

school districts, psychiatric hospitals, residential 

treatment centers, and child care facilities from Midland, 

Texas, to Amarillo, Texas, the results may not generalize 

to other parts of the United States. 

A final limitation resulted from the manner in which 

the adolescents completed the MMPI-A. The students in the 

normative sample completed the questionnaire in a class 

setting. Administration conditions reflected the 

standardization methods in that the classes contained less 

than 100 participants with a proctor for every 25 

participants (Butcher et al., 1992). Some of the students 

in the SED sample completed the questionnaire in a group 

while others completed it individually. Participants 

completing the MMPI-A individually did so under clinical 

conditions with the investigator and few distractions. 

When group conditions were used, the standardization 
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methods of the MMPI-A were followed (i.e., groups of less 

than 100 adolescents with one proctor for every 25). 

Adolescents in the clinical inpatient sample completed the 

MMPI-A as part of their assessment at the psychiatric 

hospital or residential treatment center, and their 

profiles were shared with the investigator. 

Summary 

Statistical information from the REIMS indicates that 

students with SED are under-identified in Texas. 

Assessment methods for diagnosing SED, such as structured 

interviews with parents, teachers, and the referred 

students, behavior checklists and rating scales, and direct 

behavioral observations of the referred students, lack both 

objectivity and a solid psychometric foundation for 

interpretation. Such methods are also subject to the 

biases of the persons being interviewed and/or completing 

the checklists. Information from these sources also suffer 

from being indirect rather than direct. 

The Minnesota Multiphasic Personality Inventory-

Adolescent Version (MMPI-A) is a measure that has a solid 

psychometric foundation and is completed directly by the 

student being tested. The MMPI-A could provide much useful 

information to assist in identifying adolescent students 

with SED. However, its ability to discriminate students 

with SED from a normative sample and a sample of clinical 
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inpatients has not been examined. This study represents 

the first study to address this gap in the research. 
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CHAPTER II 

REVIEW OF RELATED LITERATURE 

Although research conducted on adolescents reveals a 

wide variety of psychological problems, many disorders are 

under-diagnosed. The current research literature for this 

study indicates that a variety of assessment methods and 

instruments are currently being used to evaluate 

adolescents who may need outpatient counseling, inpatient 

therapy or special education services in public schools. 

Public Law 94-142, also known as the Education of 

Handicapped Children Act (EHA), lists the criteria for 

identifying students who have a ""serious emotional 

disturbance" (SED) and for determining their eligibility 

for special education services. The term ""serious 

emotional disturbance" and associated criteria were terms 

carried over in 1992 in the Individuals with Disabilities 

Education Act (IDEA), also known as Public Law 102-119; 

currently, only 15 states use that specific terminology. 

Other states use other phrases such as ""behavior disorder" 

or ""educational handicap" as the label for students meeting 

the same criteria as SED (Cline, 1990). Other states have 

used both ""behavior disorder" and ""serious emotional 

disturbance," with the former term implying a less severe 

problem in classroom management (Forness & Cantwell, 1982) . 

This study will use the term SED throughout to refer to 
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behavior disorder, educational handicap, or any disability 

that uses the criteria specified in EHA or IDEA for 

""serious emotional disturbance." The literature review for 

this study is divided into eight major sections: 

definition of serious emotional disturbance, adolescent 

disorders—variety and prevalence, psychological diagnosis 

procedures with adolescents, traditional methods of SED 

assessment in public schools, research on instruments used 

to diagnose SED, use of the MMPI with adolescents, 

development of the MMPI-A, and research on the MMPI-A. 

Definition of Serious Emotional Disturbance 

The Education for All Handicapped Children Act (EHA) , 

passed by the U.S. Congress in 1975, listed five specific 

characteristics of children who could qualify as SED. 

These criteria were continued without changes when EHA was 

re-authorized in 1992 as the Individuals with Disabilities 

Education Act (IDEA, Public Law 102-119). 

This current federal definition of SED was based on 

the work of E.M. Bower from the late 1950's and early 

1960's. Bower's five criteria were derived from a study 

commissioned by the California State Legislature in 1957. 

Using information provided by mental health practitioners. 

Bower and his associates identified 207 children in 

California as ""emotionally disturbed." Teachers of the 

classes in which the 207 children were enrolled were asked 
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to collect data on all students enrolled in their classes. 

The data collected included (a) scores on standardized 

reading, math, and aptitude tests, (b) number of school 

absences in a four-month period, (c) age-grade 

relationship, (d) socioeconomic status, (e) rating by the 

teacher of school adjustment and health status of the 

student, (f) score on a Self-Perception Inventory and on a 

""Class Play," a peer and self-perception inventory. Based 

on the analysis of the data from approximately 6,000 

students, the principal differences between the students 

designated emotionally disturbed and their classmates were 

delineated in the definition (Bower, 1982). These criteria 

were first disseminated as part of mental health budget 

authorization in the mid-1960's and later included in EHA 

and IDEA (Skiba, Grizzle, & Minke, 1994). 

IDEA criteria for students with serious emotional 

disturbance focus on behaviors that prevent a student from 

making academic progress. In order to qualify as SED, a 

psychologist must document that a student meets one of the 

following conditions: (1) an inability to learn which 

cannot be explained by intellectual, sensory, or health 

factors; (2) an inability to build or maintain 

satisfactory interpersonal relationships with peers and 

teachers; (3) inappropriate types of behavior or feelings 

under normal circumstances; (4) a general pervasive mood 

of unhappiness or depression; or (5) a tendency to develop 
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physical symptoms or fears associated with personal or 

school problems (Executive Committee of the Council for 

Children with Behavior Disorders, 1987; Morgan & Jenson, 

1988; Texas Education Agency and Texas Department of 

Mental Health and Mental Retardation Joint Task Force on 

Emotional Disturbance, 1990). The handicapping condition 

of SED is intended to include only students whose emotional 

conditions are "significant enough to have been manifested 

over a long period of time and to a marked degree" 

(Executive Committee of the Council for Children with 

Behavioral Disorders, 1987, p. 10; Texas Education Agency 

and Texas Department of Mental Health and Mental 

Retardation Joint Task Force on Emotional Disturbance, 

1990, p. 4). The emotional condition must also be obvious 

in the students' behaviors, thoughts, and feelings and 

should be observed across different environments- This 

legal definition specifically includes students who are 

schizophrenic or autistic, but excludes students who are 

""socially maladjusted" (Bower, 1982) . 

The psychologist must document the type of emotional 

disturbance, severity of emotional disturbance, the 

functional implications for situations involving 

instruction, the degree to which a student's in-school and 

out-of-school behavior reflects symptoms consistent with 

the diagnosis, the behaviors considered to be a direct 
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result of the emotional disturbance, and recommendations 

for behavioral management in the educational setting. 

The above criteria have been criticized for being too 

vague and making an operational definition impossible. 

Phrases such as "to a marked extent," "satisfactory 

interpersonal relationships," "pervasive," and "adversely 

affects" do not make the definition objective and reliable. 

The SED definition has also been criticized because it 

offers no objective criteria for identifying students and 

determining the severity of SED (Clarizio, 1990; Gresham, 

1985). 

In the original study that created the five criteria. 

Bower intentionally avoided presumptions about the 

student's intrapsychic condition and/or clinical 

designation. For example, he did not attempt to go beyond 

what was observable in a school setting and thus attempted 

to stay within the conceptual range of teachers, 

administrators, and other school personnel (Bower, 1982). 

Therefore, to diagnose a student as SED, psychologists are 

required to rely on subjective professional judgment 

instead of on easily replicated objective data collection 

and scoring procedures (Executive Committee of the Council 

for Children with Behavior Disorders, 1987). 

The SED definition included in EHA and IDEA contains 

the following two additional components absent from Bower's 

original definition: the qualifier ""serious" and the 
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social maladjustment exclusionary clause. Although it is 

unclear why these two additions were made, many educators 

and researchers believe it was to render a fiscal control 

on the possibly high cost of services to certain 

populations of students, such as adjudicated juvenile 

delinquents (Skiba, Grizzle, & Minke, 1994). Cline (1990) 

recounted the history of legislation on special education 

and concluded that Congress tried to distinguish between 

""unruly, recalcitrant" students (or juvenile delinquents, 

who were getting funding through correctional institutions) 

and ""handicapped students who were socially disruptive" 

(Cline, 1990, p. 167). He concluded that Congress wanted 

to insure that funds provided to educate handicapped 

children would not be spent on non-handicapped delinquents. 

In criticizing these additions to the definition based 

on his work. Bower (1982) concluded that adding the 

adjective ""serious" has not apparently changed the 

definition. If a student is identified as emotionally 

disturbed, it is always considered ""serious" because that 

is part of the name of the disability. The exclusion of 

the ""socially maladjusted" has been the target of much 

concern, criticism, and confusion for special educators and 

school psychologists (Bower, 1982; Executive Committee of 

the Council for Children with Behavior Disorders, 1987; 

Skiba, Grizzle, & Minke, 1994). 
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The federal guidelines for SED ban students who are 

"socially maladjusted" from receiving special education 

services unless they also meet the eligibility guidelines 

for SED (Executive Committee of the Council for Children 

with Behavioral Disorders, 1987; Texas Education Agency 

and Texas Department of Mental Health and Mental 

Retardation Joint Task Force on Emotional Disturbance, 

1990). Few guidelines are available for making a 

differential diagnosis between SED and social 

maladjustment. The principles for distinguishing the two 

conditions tend to vary from state to state. The 

guidelines provided by Texas Education Agency and Texas 

Department of Mental Health and Mental Retardation Joint 

Task Force on Emotional Disturbance imply that social 

maladjustment is more pervasive than SED, frequently has 

home and peer support for its behavior, and does not 

generally respond to psychotherapeutic intervention (Texas 

Education Agency and Texas Department of Mental Health and 

Mental Retardation Joint Task Force on Emotional 

Disturbance, 1990). 

The criteria for identifying students with SED was 

based on Bower's research from the late 1950's and early 

1960's, but changes were made in the federal legislation 

that have made the criteria difficult to interpret. 

Bower's definition of SED focused on behaviors that were 

observable in a school setting and never did involve any 
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diagnoses from any version of the Diagnostic and 

Statistical Manual of Mental Disorders. Therefore 

researchers and school psychologists have had difficulty 

interpreting the criteria for SED and its exclusions. 

Adolescent Disorders—Variety and Prevalence 

Adolescents referred for psychological services 

present a wide spectrum of problems and disturbances 

ranging from depression and eating disorders to 

schizophrenia and substance abuse. Archer (1992) cited 

studies that showed that the frequency and severity of 

depression increase during adolescence. He also noted an 

increase in suicide attempts and suicide fatalities among 

adolescents. Anorexia nervosa, bipolar illness, bulimia, 

obsessive-compulsive disorder, schizophrenia, and substance 

abuse are often identified first during adolescence 

(Archer, 1992). Even though the rate of anxiety disorders 

and conduct disorders show little change during adolescence 

as compared to childhood and adulthood, the types of 

symptoms related to these conditions do change. For 

example, the incidence of specific phobic disorders seems 

to decrease, while symptoms of conduct disorders become 

more violent (Archer, 1992). 

Estimates of the prevalence of adolescent 

psychopathology are inconsistent. Santrock (1987) 

summarized results of studies that indicated an apparent 

26 



increase in the number of emotional disturbances during the 

adolescent years as well as studies that indicated a 

decrease. He lamented the absence of an overall grand set 

of data to determine whether or not adolescents experience 

more emotional problems than children or adults (Santrock, 

1987) . 

Archer (1992) reviewed several studies that showed the 

prevalence of adolescent disorders ranged from 12% to 22% 

depending on the author, methodology for determining the 

presence of a disorder, and definition criteria for varying 

disorders. Archer also pointed out that estimates of 

adolescent psychopathology depend on how diagnostic 

questions are asked, to whom the questions are addressed, 

and the distinction between disorders defined by Diagnostic 

and Statistical Manual of Mental Disorders-Third Edition 

(DSM-III) categories and "normal" emotional adolescent 

stress. He emphasized that many adolescents go through a 

developmental period of "turbulence and lability" that does 

not necessarily qualify as a disorder from DSM-III (Archer, 

1992) . 

Although Archer's and Santrock's estimates about the 

prevalence of adolescent disorders included all adolescents 

seeking psychological services, they were not attempting to 

identify adolescents who demonstrated an educational need 

for special education services. Not all adolescents 
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receiving psychological services across the United States 

are identified as SED. 

Balow (1979) found that the prevalence of SED in 

public schools varied immensely according to the definition 

used. If disruptive behavior in school is the yardstick, 

he concluded that the numbers will rely as much on the 

judging adult as on the disrupting students. Balow found 

that estimates of SED ranged from .05% to 40% of school-age 

children. According the Balow, the United States Office of 

Education used the figure 2% in its publications; at the 

same time, the Joint Commission on Mental Health of 

Children estimated that .6% of children were psychotic, 2-

3% were severely disturbed, 8-10% had neurotic emotional 

problems, and an additional 20% were judged to have 

temporary emotional disorders (Balow, 1979). He concluded 

that it would be easier to understand the dimensions of 

determining the prevalence of SED and communicate more 

clearly about it once the behaviors included in the 

definition of SED were stated more distinctly. 

Long (1983) studied relationships between independent 

social system variables and prevalence rates for SED in 

school districts in Maryland and the District of Columbia. 

She found that the prevalence rates ranged from none to 

10.9% with a median rate of 2.85%. She also discovered 

that more specialized and expensive services were provided 

in school districts with higher per capita income, larger 
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school budgets, and a higher proportion of mental health 

professionals. Students in these wealthy districts, once 

identified as SED, appeared to be identified as more 

seriously disturbed and in need of more specialized 

services. Long also found that higher reported prevalence 

rates for SED students were found in school districts in 

which community groups were active in advancing awareness 

and programming for SED students (Long, 1983). 

According to Morgan and Jenson (1988), different 

researchers reported rates of SED that vary from 1% to 40% 

of the school population. Morgan and Jenson (1988) cited 

prevalence rates for students with SED as ranging from 0.2% 

to 0.8% depending on the state of residence and age group. 

Citing information from the U.S. Department of 

Education, Forness (1992) found the number of SED students 

to be only 0.89% of school enrollment nationwide. He found 

that almost 20 states have .5% or fewer students in the SED 

category. Only two states, Connecticut and Massachusetts, 

had an SED enrollment above 2% (Forness, 1992). 

Information supplied by the United Stares Department 

of Education indicated that 224,975 students were 

identified as SED during the 1987-1988 school year. This 

number rose to 295,810 students during the 1991-1992 school 

year. In Texas, using data from the Public Education 

Information Management System (REIMS), 1.3% of students in 

grades 7 through 12 were identified as SED for the 1992-
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1993 school year. This percentage increased to 1.4% for 

the 1993-1994 school year and dropped to 1.1% for the 1995-

1996 school year. Skiba, Grizzle, and Minke (1994) state 

that federal estimates suggest that at least 2% of the 

school population should be classified as SED, with some of 

the estimates ranging up to 3-6%; however, the average 

prevalence rates across the United States have remained 

steady at 1%. 

These studies indicate that the prevalence of students 

with SED varies not only from state to state and school 

district to school district, but also on how the federal 

definition of SED is interpreted. In some cases, the 

differences were attributed to the size of the school 

district and the available community services. In other 

instances, the differences were not explained as anything 

more than geographic fluctuations across the country. 

Psychological Diagnosis Procedures with Adolescents 

Assessment is defined as a comprehensive process of 

finding meaning in data to complete a wide, but detailed 

""description and understanding of individuals, behaviors, 

environments, and the reciprocal interactions among each of 

these elements" (Reynolds, Gutkin, Elliott, & Witt, 1984, 

p. 115). When implemented correctly, assessment is a 

powerful combination and evaluation of numerous sources of 

data relevant to the condition of the individuals. 
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behaviors, and environments being studied. Assessment 

should be open to the idea that new information can 

possibly change or add a new understanding of the 

presenting problem (Reynolds, Gutkin, Elliott, & Witt, 

1984). 

A survey of psychological test usage with adolescent 

clients was conducted by Archer, Maruish, Imhof, and 

Piotrowski (1990). They found that the Wechsler 

Intelligence Scales were the most frequently used tests, 

followed by the Rorschach, Bender-Gestalt, Thematic 

Apperception Test, and Sentence Completion techniques. The 

Minnesota Multiphasic Personality Inventory (MMPI), next on 

the list, was the most frequently used objective 

personality measure. The Millon Adolescent Personality 

Inventory (MAPI) was the next-highest-rated personality 

measure followed by the Child Behavior Checklist, and 

Conners Behavior Rating Scale. However, they pointed out 

that the MAPI can be scored only by a computer service, and 

the results were presented in an interpretive report 

format, which possibly limited its use. Most (90%) of the 

psychologists polled in this survey were in private 

practice or worked in a medical center/hospital setting. 

Only 7% worked in school systems, which limits how well 

their conclusions apply to school settings. 

Assessment methods and diagnoses differ somewhat 

between inpatient and public school settings. Several 
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research studies investigated how psychiatric and 

psychological diagnoses affect placement in special 

education classes. Forness and Cantwell (1982) explained 

the then-current system of DSM-III diagnoses to school 

personnel and illustrated the system with data on 40 

children admitted to a psychiatric hospital school. They 

found that more than half of the DSM-III diagnoses 

paralleled the special education categories of ""behavior 

disorder" or ""serious emotional disturbance (SED)." Forness 

and Cantwell (1982) also confirmed that DSM-III diagnoses 

were much more precise and complex than the special 

education classification system because DSM-III had more 

diagnostic categories. The differences between the two 

systems reflected different treatment goals and 

methodologies as well as different levels of fiscal 

accountability. Forness and Cantwell (1982) stressed the 

importance of considering ail five axes of a DSM-III 

diagnosis in order to get as much information as possible 

for appropriate classroom placement. They concluded that 

even though psychiatry and special education are both 

important disciplines in the care of children with special 

needs, their particular diagnostic systems were somewhat 

different (Forness & Cantwell, 1982). 

Sattler (1983) described the DSM-III and its 

muitiaxial classification system and how it could be used 

in public schools. He pointed out similarities in how 
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mental retardation and learning disabilities are defined by 

both DSM-III and EHA, even though the terminology 

concerning learning disabilities was somewhat different. 

However, identifying students with SED and making a 

DSM-III diagnoses were totally different procedures. He 

concluded that the SED definition in EHA included nearly 

every classification in Axis I of DSM-III and EHA SED 

criteria made no effort to distinguish between children 

with mild, moderate, or severe emotional disorders 

(Sattler, 1983). 

Sinclair, Forness, and Alexson (1985) examined 

DSM-III diagnoses for 350 school children referred for 

psychiatric evaluation. The diagnoses were categorized and 

inspected in terms of their relationship to age, sex, 

ethnicity, intelligence scores, achievement, and special 

education placement. The DSM-III diagnoses included 

attention deficit disorder, mental retardation, conduct 

disorder, affective disorder, personality disorder, 

psychotic disorder, autism, specific developmental 

disorder, and others. Results showed that approximately 

one-third of the sample was recommended for regular class 

placement. Sinclair, Forness, and Alexson found it 

interesting that none of the children diagnosed with severe 

cases of psychoses or schizophrenia were recommended for a 

special class placement for SED students. They concluded 

that the inclusion of psychiatric information does not 
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always complement the psychoeducational evaluation required 

for special education services. Their study advised that a 

psychiatric diagnosis does not necessarily result in more 

appropriate special education services than the use of 

psychoeducational test information alone. 

In 1986, Alexson and Sinclair studied the effect of 

inpatient versus outpatient status on changes in 

educational placement for a sample of 185 inpatient 

children and adolescents and 351 outpatient children and 

adolescents evaluated at a psychiatric hospital. The 

diagnostic categories (from DSM-III) of the children 

included attention deficit disorder, conduct disorder, 

affective disorder, personality disorder, schizophrenia, 

autism/pervasive developmental disorder, and mental 

retardation. Results showed that inpatients tended to be 

placed in more restrictive placements than outpatients, 

even when matched for comparable psychiatric diagnosis. In 

fact, less than one-half of the inpatients who came from 

regular classes were recommended to return to a regular 

class. Moreover, Alexson and Sinclair found a trend for 

both inpatients and outpatients to be placed in more 

restrictive placements following psychiatric evaluations. 

Mattison et al. (1986) evaluated the psychiatric 

histories and DSM-III diagnoses of ail schoolchildren in 

one geographic area who were referred for potential 

placement in classes for students with SED. They found a 
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remarkably high prevalence of psychopathology among the 

entire group. They concluded that the type of diagnosis 

did not appear to be a factor in determining whether or not 

a student was placed in a special class for students with 

SED. Identified SED students had a considerably higher 

incidence of physical/emotional abuse in the family as well 

as a higher incidence of psychiatric illness in their 

parents. Affective disorders was the most frequent 

diagnosis (49%) for adolescents. The severity of disorders 

for SED boys aged 6-11 years was similar to the severity of 

boys in a child psychiatric inpatient unit (Mattison et 

al., 1986). 

Tharinger, Laurent, and Best (1986) examined and 

compared the use of three classification systems of child 

psychopathology—EHA guidelines for SED, DSM-III, and the 

Child Behavior Checklist (CBCL). Thirty-eight assessment 

reports on students referred by their teachers for 

behavioral problems were reviewed and evaluated by a 

psychologist and two graduate students in school psychology 

to arrive at a diagnosis from each of the three 

classification systems. They found that more students were 

identified as disturbed by DSM-III than by the CBCL or EHA 

criteria for SED. EHA identified the lowest percentage of 

students as disturbed. The three systems demonstrated only 

low to moderate agreement (Tharinger, Laurent, & Best, 

1986) . 
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In 1992, Gresham and Gansle reviewed the relevance of 

the DSM-III-R for school psychological practice. They 

concluded that the DSM-III-R was based on five erroneous 

assumptions. First, it used a medical model conception of 

behavior. Gresham and Gansle believed that the medical 

model, where a ""mental disorder resides within the person 

and symptoms are merely outward manifestations of an 

underlying disease process" (Gresham & Gansle, 1992, p. 82) 

was inappropriate for two reasons: (1) the evidence that 

childhood behavior problems could be satisfactorily 

explained by the medical model was inadequate; and (2) 

there was little relationship between 

diagnosis/classification and intervention. The second 

faulty assumption was the unreliability of DSM-III-R 

diagnostic categories. The DSM-III-R provided no 

reliability data for most of its diagnostic categories. 

Gresham and Gansle cited several studies that demonstrated 

low interrater reliability with several diagnostic 

categories. The third assumption with which they disagreed 

concerned the DSM-III-R categories as valid constructs. If 

the DSM-III-R did not render reliable diagnoses, it was 

equally troublesome to have confidence in the validity of 

the categories. Gresham's and Gansle's fourth area of 

concern was the relevance of DSM-III-R to special 

education. They could not find any empirical evidence 

indicating that information from DSM-III-R was useful for 
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identifying students according to their educational needs 

or for writing effective remediation plans. Their fifth 

faulty assumption concerned the treatment validity of DSM-

Ill-R- Treatment validity pertains to the relationship 

between an assessment and treatment outcome. They found 

little evidence that DSM-III-R diagnoses led to more 

effective treatment plans (Gresham & Gansle, 1992). 

Kratochwill and Plunge (1992) took issue with 

Gresham's and Gansle's last concern, that of treatment 

validity. They pointed out that many assessment techniques 

and processes may lack treatment validity depending on the 

problem or disorder. However, rejecting these techniques 

without an empirical documentation of their contribution to 

treatment utility may not be justified with current 

knowledge in the field. Kratochwill and Plunge (1992) 

believed that it was premature to reject the use of DSM-

III-R in school psychology on empirical grounds. 

Hynd (1992) also objected to Gresham's and Gansle's 

conclusions about reliability, the use of the medical 

model, and treatment validity. Hynd cited numerous studies 

that showed that the DSM-III-R had acceptable levels of 

interdiagnostician agreement and reliability. Hynd also 

pointed out that the DSM-III-R was an expansion of the 

International Classification of Diseases published by the 

World Health Organization, also based on a medical model. 

He stated there was no way the DSM-III-R could not be based 
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on a medical model. Hynd also cited several studies that 

indicated that the DSM-III-R had treatment validity, at 

least for its criteria for Attention Deficit Disorder. 

McBurnett (1996) reviewed the history and development 

of DSM-IV and detailed how it could be used by school 

psychologists. He believed that the distinctions of 

DSM-IV that would be of greatest interest to school 

psychologists were: (1) the efforts to base changes on 

empirical evidence rather than psychiatric opinion; and 

(2) conceptual developments that made it possible to view 

DSM-IV from perspectives better suited to school 

psychology than the medical model. McBurnett concluded 

that DSM-IV was weakest in territories where school 

psychology was strongest (such as mental retardation and 

learning disabilities). Because DSM-IV criteria for 

Attention Deficit/Hyperactivity Disorder (ADHD), 

Oppositional Defiant Disorder (ODD), and Conduct Disorder 

(CD) were not valid without a teacher report of symptoms, 

these diagnoses required input from school personnel. 

McBurnett also noted that the ADHD, ODD, and CD categories, 

probably the most likely to be used in school psychology, 

were based on meticulous field trials with improvement in 

their psychometric properties over their counterparts in 

DSM-III-R (McBurnett, 1996). 

These studies suggest that the assessment methods used 

by psychologists and psychiatrists, while being thorough 
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and informative, may not be helpful or useful for 

determining eligibility and providing services in public 

schools. In a study by Zabel, Peterson, Smith, and White 

(1982), the assessment information found in psychological 

reports (such as scores from individually administered 

standardized intelligence and achievement tests, 

sociometric self-concept data, and information on a 

student's health and family background) were ranked by 

educators as being the least useful information for making 

student programming and placement decisions. Comprehensive 

individual assessment information gathered by school 

personnel (such as statements of students' goals, 

intervention techniques already attempted, and teachers' 

anecdotal records) were more appropriate for these purposes 

(Zabel, Peterson, Smith, & White, 1982). 

In 1984, Smith, Frank, and Snider investigated the 

perceptions of school psychologists and classroom teachers 

of SED students regarding information used to identify 

elementary-aged children as SED. School psychologists and 

teachers of students with SED reviewed 60 student files and 

rated them on the availability and quality of the 

information needed to identify a student as SED. Both the 

psychologists and the teachers rated the same three types 

of information (intellectual assessment, academic 

assessment, and health-related information) the highest in 

terms of availability and quality. However, both groups 
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considered this information to be the least valuable in 

making a SED diagnosis. The information that was rated the 

least available and most lacking in quality were in the 

areas of social functioning, setting analysis, and actual 

behavior, which were also the areas rated to be the most 

important in identifying students with SED (Smith, Frank, & 

Snider, 1984). Forness (1992) agreed that traditional 

diagnostic distinctions and predictions may be totally 

useless and uninformative when used with the SED criteria. 

In summary, formal standardized instruments, such as 

the Wechsler Intelligence Scales, projective tests, and 

clinical interviews are the popular assessment methods used 

with adolescents. In hospital and private practice 

settings, diagnostic criteria are derived from the current 

edition of the DSM. Psychologists and psychiatrists in 

hospital and private practice settings need to use DSM 

diagnostic criteria and identifications in order to receive 

payment from insurance and governmental agencies. However, 

the information from these assessments and the resulting 

DSM diagnosis is not always helpful in providing 

appropriate education services in schools. In school 

settings, where the emphasis is on observed behavior and 

where special education services can be provided only when 

a student meets one or more criteria for SED, different 

assessment methods and techniques may need to be used. 
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Traditional Methods of SED Assessment 
in Public Schools 

Because the area of assessment includes many 

theoretical viewpoints and must cover personal, behavioral, 

and environmental dimensions, the precise assessment and 

classification of students with Serious Emotional 

Disturbance (SED) is not standardized (Reynolds, Gutkin, 

Elliott, & Witt, 1984) . Also, there is little professional 

agreement about exactly how to identify and diagnose SED 

because the procedures involved in adequately evaluating 

these students are not well defined or understood, (Morgan 

& Jenson, 1988). When special education services are being 

considered for a student, assessment should involve 

gathering information that not only leads to a proper 

identification or diagnosis, but also assists in planning 

an appropriate educational program (Morgan & Jenson, 1988) . 

The specific tests administered as part of an 

educational comprehensive individual assessment are usually 

determined by the information provided in a referral to 

special education services. If a student's presenting 

problem indicates that he/she is behaving appropriately but 

not progressing academically, standardized individual 

intelligence tests, achievement tests, and informal 

observations that are part of the referral process will 

probably be sufficient to determine appropriate special 

education services. However, if the referral information 
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indicates that a student's inappropriate behavior is 

interfering with his/her ability to benefit from 

educational programming, then additional psychological 

tests may be needed. For example, personality assessment 

can provide information for better understanding about the 

number and types of social-emotional and behavioral 

problems that many students are presenting and it can also 

help educational personnel to deal with these problems 

(Knoff, 1990). 

Since psychiatric and psychological evaluations and 

diagnoses do not seem to complement or substitute for 

psychoeducational assessment, it is necessary to review 

diagnostic practices in school settings. Goh, Teslow, and 

Fuller (1981) surveyed school psychologists to determine 

which testing instruments and methods were used most 

frequently in schools. From among seven assessment areas 

delineated by the survey, intelligence ranked first, 

followed by achievement, perception, personality, and 

behavior rating scales. School psychologists reported 

using personality tests in only about half of their cases. 

The most widely used personality instruments reported in 

this survey were: the Bender Gestalt Test, sentence 

completion techniques, House-Tree-Person Test, Thematic 

Apperception Test (TAT), Children's Apperception Test, 

Machover's Draw-A-Person Test, the Rorschach, and self-

concept scales. Goh, Teslow, and Fuller (1981) concluded 
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that, in regard to personality assessment, most school 

psychologists appeared to prefer quick, easy-to-use 

procedures over more comprehensive, time-consuming 

techniques, such as the TAT and Rorschach. They also noted 

that no objective measures, such as the MMPI or Children's 

Personality Questionnaire, were ranked among the frequently 

used personality measures. Goh, Tesler, and Fuller (1981) 

concluded that even though "most school psychologists do 

seem to realize the importance of looking at observable 

behaviors in conducting assessment, behavioral assessment 

has not become a frequent practice in the schools" (p. 

705) . At that time, they did not identify a specific 

pattern of instrument use-

In 1984, McGinnis, Kiraly, and Smith reviewed the 

files of 45 elementary students to determine types of data 

used to identify students as SED. They identified six 

sources of data as essential for identifying students with 

SED: personality assessment (from structured and informal 

interviews), structured observations, clinical 

interpretation of observations, anecdotal records, behavior 

rating scales, and affective assessment (i.e., self-concept 

inventories). Only 24.2% of the files reviewed had 

information from three or more of the six sources. 

McGinnis, Kiraly, and Smith concluded that the diagnosis of 

SED is often based on limited information from few sources. 
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In 1989, Clarizio and Higgins surveyed 83 school 

psychologists from two north central states to determine 

how they define SED in their practices and procedures. 

They found a high rate of agreement in the kinds of test 

instruments used. Ninety-eight percent of the respondents 

used intelligence tests and more than 60% used achievement 

tests. These two types of tests, along with school 

records, were used to document the first criteria for SED, 

""an inability to learn not due to intellectual factors." 

The other SED criteria were measured using behavior rating 

scales, projective tests, adaptive behavior, and 

personality measures, observations of the child in a 

variety of situations, and interviews with the child, 

teacher, and parents. The school psychologists placed more 

importance on data obtained from the child being tested 

than on information gathered from teachers or parents. 

These results were consistent among the psychologists in 

this survey and similar to the previous studies by Goh, 

Teslow, and Fuller (1981) and Prout (1983). Clarizio and 

Higgins (1989) also found many areas where evaluation 

procedures for SED need to be improved, such as appraisal 

of peer relations and the distinction between SED and 

social maladjustment. They found that one of the most 

bothersome facets of the federal SED definition was the 

expression ""to a marked degree." Their results implied 
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that most school psychologists used only one or two 

criteria when measuring the severity of SED. 

Knoff (1990) and Worchel (1990) wrote chapters on 

personality assessment for different textbooks and 

recommended similar practices and methods. Knoff mentioned 

Front's study in his chapter on personality assessment and 

noted that the different techniques used by school 

psychologists had different theoretical bases and generated 

different types of data. Knoff stressed the need for 

objective and observable assessment strategies. He 

emphasized that all assessment hypotheses must be validated 

objectively and, ideally, through observable methods. 

Worchel and Knoff both recommended behavior rating scales 

and objective personality scales as well as referral 

information from the teacher, parent, and student, and 

direct behavioral observation of the student before 

diagnosing a student as SED. Knoff stated that even though 

projective techniques can contribute useful behavioral and 

cognitive-behavioral data, this contribution can be 

unsystematic and disorganized. Worchel advised school 

psychologists to derive as much or more diagnostic 

information from observations of the student's behavior and 

verbalizations while completing the drawing or story

telling task than what is revealed in the actual drawing or 

story completed by the student. Therefore, the school 

psychologist must be able to sift through the unimportant 
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information to find what is relevant before an accurate 

description of the student and his/her problem is apparent 

(Knoff, 1990; Worchel, 1990). 

Clarizio and Klein (1995) investigated how school 

psychologists determine the severity of behavior disorders. 

A statement qualifying the severity of a behavior disorder 

or emotional disturbance is required to determine 

eligibility for special education services. Their study 

attempted to determine how school psychologists from 

different states and different levels of experience used 11 

variables to determine severity, decide which criteria 

school psychologists consider most important in judging 

severity, and investigate whether school psychologists 

consider empirically based criteria more important than 

clinically-based factors. Clarizio and Klein surveyed 92 

school psychologists by asking them to rank the importance 

of 11 criteria used to determine the severity of emotional 

disturbance. The 11 criteria were derived from a pilot 

study which had asked school psychologists to list the 

criteria used to judge severity. The researchers 

subdivided the 11 criteria into three categories to conduct 

a one-way analysis of variance. Results showed that school 

psychologists from the two geographic areas used in this 

study (a Great Lakes state and a mid-Atlantic state) ranked 

the 11 criteria almost identically except for the reversal 

of two factors in the middle group of rankings. Based on 
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the survey responses, Clarizio and Klein also identified 

four criteria as the most important in determining severity 

of an emotional disturbance: impairment of functioning, 

physical danger, frequency, and chronicity. They also 

concluded that school psychologists had no clear 

preferences for either clinically based criteria or 

empirically based criteria. 

In 1983, the issue of personality assessment by school 

psychologists was the topic of an entire issue of School 

Psychology Review. Goh and Fuller (1983) further analyzed 

the data from the study by Goh, Teslow and Fuller (1981), 

to investigate the then-current practices of personality 

and behavior assessment in the schools. They found that 

there did not appear to be a standardized methodology for 

systematic evaluation of personality and behavior. Self-

report personality inventories were reported to be used 

infrequently, which is not surprising considering that few 

objective personality tests were available for children. 

Goh and Fuller (1983) found that most school psychologists 

relied on projective techniques for personality assessment, 

probably due to their theoretical orientation and the lack 

of available alternatives. They also noted a moderate 

shift from traditional methods to more behaviorally-

orientated methods (Goh & Fuller, 1983). 

In the same issue of School Psychology Review, 

Edelbrock (1983) discussed problems and issues in using 
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rating scales to assess child personality and 

psychopathology. He identified several factors that should 

be considered when using rating scales. First, the 

practitioner needs to know what domain the rating scale is 

designed to measure. For example, "personality," 

"maladjustment," and "social and emotional functioning" are 

different areas that can be evaluated by rating scales. 

Second, Edelbrock advised clinicians to carefully evaluate 

how well each individual item as well as the entire item 

pool reflected the target behaviors being assessed. Third, 

whether the rating scale required a dichotomous response or 

rough measure on a continuum of responses should also be 

considered. A more complex rating task typically results 

in less reliable data. The standardization procedures of 

the scale was a fourth consideration. Edelbrock pointed 

out that many rating scales were not norm-referenced. The 

last consideration was the informant. Informants differ in 

their qualifications to rate different behaviors. He 

suggested a variety of informants for each child that would 

provide a more comprehensive picture of a child's behavior 

across settings; however, multiple informants can disagree 

on the degree of occurrence of target behaviors and give 

inconsistent results. Behavioral ratings reflect not only 

the characteristics of the student being observed and 

rated, but also different characteristics of the person(s) 

doing the observing and rating. 
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Prout (1983) surveyed the practices and training of 

school psychologists in conducting social-emotional 

assessments in the same issue of School Psychology Review. 

He found that the five most frequently used techniques were 

clinical interviews, informal classroom observations, human 

figures drawings, emotional indicators from the Bender 

Gestalt and incomplete sentence blanks. Other techniques 

used (in descending ranked order) were structured classroom 

observations, house-tree-person drawing test, clinical 

analysis of intelligence test responses, behavior rating 

scales, and kinetic family drawings. Prout concluded that 

school psychologists favored observation and interview 

techniques in their social-emotional assessments. 

Practitioners tended to use drawings and incomplete 

sentence approaches rather than projective techniques such 

as the Rorschach or TAT. He observed that objective 

measures of personality were little used, probably because 

many of the objective measures required certain reading 

levels and are designed for adult populations. In Front's 

ranking of techniques, "behavior rating scales" was the 

only objective measure in the top 10 techniques. The MMPI 

was ranked 14th. Prout also found that school 

psychologists were only moderately pleased with their 

training in social-emotional assessment. 

Knoff (1983) examined issues and procedures affecting 

school-based personality assessment in the same issue of 
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School Psychology Review. He believed educators need to be 

aware of personality factors when such factors are 

interfering with a student's educational progress. 

Therefore, he advised that school-based personality 

assessment utilize an interaction/cooperation relationship 

between psychology and education. Knoff gave five 

different approaches that can be used to analyze 

emotionally disturbed children: psychoeducational, 

humanistic, psychoanalytic, behavioral, and ecological. He 

believed that the ecological approach is especially 

relevant and flexible in school-based referrals because it 

fully encompasses the person-by-environment view of 

disturbance and facilitates an understanding of the 

psychology-by-education interaction. Knoff recommended the 

simultaneous use of behavioral and projective techniques in 

an educational assessment. He believed projective tests 

complement behavioral observations and rating scales by 

providing an opportunity to see how the student perceives 

himself/herself, directly and indirectly in different 

environments—data that are not always available from 

behavioral observatiohs. 

To summarize, psychological assessment instruments, 

techniques and practices differ between psychiatrists and 

psychologists in hospital and private practice settings, 

and assessment personnel in public school settings. 

Because of the difference in purpose of evaluating 
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students, there are also differences in the diagnoses 

applied to adolescents in hospital, private practice and 

school settings. Standardized individual intelligence 

tests and achievement tests are used in all settings. In 

school settings, where special education services can be 

provided if a student meets only one criteria for SED out 

of a possible five, observations, teacher interviews, and 

parent interviews, are used more often than clinical 

techniques such as projective tests and personality 

checklists. Also, school assessment personnel seem to lack 

the training necessary to administer many of the 

personality tests used in clinical settings. 

Research on Instruments Used to Diagnose SED 

Several specific instruments have been studied to 

determine their usefulness in educational comprehensive 

individual assessment. The usefulness of the Personality 

Inventory for Children (PIC), Draw A Person: Screening 

Procedure for Emotional Disturbance (DAP:SPED), and Child 

Behavior Checklist (CBCL) to identify SED have been 

studied. 

Lachar and LaCombe (1983) reviewed the use of the 

Personality Inventory for Children (PIC) and its 

application in the school setting. They pointed out that 

several reviews of projective techniques had consistently 

concluded that projectives rarely met the accepted 
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standards of validity, reliability and clinical utility in 

diagnosing children. To fill the gap left by not using 

projective tests in evaluating children, the PIC was 

developed and published in 1977 by Wirt, Lachar, 

Klinedinst, and Seat. It is a 600-item inventory that is 

completed by one or both parents. All items are True/False 

items. Completion of the first 420 items provides the 

standard-length profile scales and completion of the 

remaining items provides scoring of several experimental 

scales. Scoring the responses of the parent rather than 

the child has raised several concerns regarding the 

possibility that the parents' opinions may distort the 

child's problems. However, several studies cited by Lachar 

and LaCombe have shown the PIC to be reliable and valid. 

Norms are available for preschool children as well as for 

adolescents. The authors also cited three doctoral 

dissertations that demonstrated that the PIC has 

substantial potential to separate children who need special 

education services from children who do not. However, the 

students receiving special education services in these 

studies were students with learning disabilities, not 

students with SED. 

DeKrey and Ehly (1985) studied the use of the PIC-

Shortened Form (PIC-S) to make differential diagnoses among 

elementary school-aged male students in regular education 

classes, classes for students with learning disabilities. 
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classes for students with mental retardation, and classes 

for students with SED. They wanted to determine if Parts I 

and II of the PIC-S constituted a relevant instrument for 

evaluating educational impairments in elementary school 

children. Twenty scales were used that required responses 

to only 280 items of the original 600 items of the PIC. 

Results showed that students from regular education classes 

had low mean scores, indicating the absence of a problem, 

on all 20 scales. Students in the other classes (classes 

for mentally retarded, classes for learning disabled, and 

classes for SED) had elevations on different scales and 

factors. Their findings supported the measurement 

potential of the PIC-S to provide confirmation of class 

assignment (DeKrey & Ehly, 1985). 

Kelly (1988) investigated the utility of the PIC to 

differentiate between students with conduct disorders and 

students with SED. Using data from school records in the 

Clark County School District in Las Vegas, Nevada, Kelly 

identified 94 students as conduct-disordered and 80 

students as SED. Parents of these students were asked to 

complete an abridged version of the PIC using the standard 

directions for the complete instrument. A two-way analysis 

of variance revealed that scores on some of the scales 

(Lie, Depression, Delinquency, Withdrawal, Psychosis, 

Asocial, Behavior, and Reality Distortion) discriminated 

between the two groups. These results supported the 
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assumption that students with conduct disorders and 

students with SED have different characteristics which 

elicit distinguishing responses on the PIC (Kelly, 1988). 

The Draw A Person: Screening Procedure for Emotional 

Disturbance (DAP:SPED) was the focus of a study by McNeish 

and Naglieri in 1993. McNeish and Naglieri investigated 

the concept that data from a human figure drawing, such as 

the Draw A Person test, could be helpful in identifying 

students who qualify as SED when included with other 

assessment procedures. Because drawing human figures is 

nonverbal and allows for the expression of inner feelings 

through a nonthreatening manner, it could be used to screen 

students with emotional problems who, after further 

assessment, could qualify for special education services. 

McNeish and Naglieri administered the DAP:SPED to two 

samples of students-81 students with SED and a matched 

sample of 81 general education students. The mean T-score 

earned by the students with SED was significantly higher 

that the mean T-score earned by the general education 

students. The cutoff scores recommended by the DAP:SPED 

correctly identified 55% of the students with SED and 68% 

of the general education students. McNeish and Naglieri 

concluded that these results provided limited support for 

the value of this instrument in identifying SED students 

from non-handicapped students (MacNeish & Naglieri, 1993). 
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Using the Teacher's Report Form and the parent Child 

Behavior Checklist, Mattison and Gamble (1994) examined the 

severity of dysfunction of SED boys in both school and home 

environments. The scores of SED boys were also compared 

with the scores of outpatient and inpatient boys with 

psychiatric disorders and a general population sample of 

boys. Surprisingly, scores from the Teacher Report Form 

for the SED groups were the most severe among the four 

groups. Scores from the Child Behavior Checklist for the 

SED boys were the most similar to the outpatient boys. 

Mattison and Gamble concluded the typical SED boy has 

multiple problems in behavior, mood, and social skills. 

These results were similar to the results from the study by 

Mattison, Humphrey, Kales, Handford, Finkenbinder, 

and Hernit (1986), that found the severity of disorders of 

SED boys was similar to the severity of psychopathology in 

boys in an inpatient setting. 

Lachar and Gruber (1993) designed the Personality 

Inventory for Youth (PIY) as a self-report version of the 

PIC. Many of the items of the PIY were translated into 

first-person statements from similar items of the PIC. 

Other items were written specifically for the PIY. Nine 

clinical scales and 24 complementary subscales were 

constructed through scale item analysis. The preliminary 

research on the PIY indicated that it reasonably separated 

normal and clinical protocols (Lachar & Gruber, 1993). The 
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utility of using the PIY for identifying students with SED 

has not been studied. 

Noticeably lacking in this discussion of assessment 

techniques for SED is an objective personality measure that 

is based on an adolescent's responses. The DAP:SPED is 

based on student's drawing, but is recommended for use as a 

screening device. Also many practitioners question the 

interpretation of drawing techniques as an indicator of 

emotional adjustment (MacNeish & Naglieri, 1993). The PIC 

and MAPI are the most-widely-used personality measures 

available, but the PIC is based on the responses of the 

parent/caregiver, not the child; and the MAPI is scored and 

interpreted by a computer service, which limits its use and 

availability. The PIY is a self-report inventory, but 

because it is fairly new, there is limited research 

information about it. The Minnesota Multiphasic 

Personality Inventory-Adolescent Version (MMPI-A) may be 

able to fill this need for an objective measure based on a 

student's responses. 

Use of MMPI with Adolescents 

The Minnesota Multiphasic Personality Inventory-

Adolescent Version (MMPI-A) was published in 1992. Before 

1992, a large body of research was conducted with the 

original Minnesota Multiphasic Personality Inventory using 

adolescent participants. 
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The earliest published study was undertaken in 1941 by 

Capwell, two years before the publication of the MMPI in 

1943, (Archer, 1992). She showed that the MMPI could 

accurately discriminate between delinquent and non-

delinquent adolescent girls using elevations of scale 4, 

Psychopathic Deviate (Pd). 

Using a follow-up study design, Hathaway and Monachesi 

(1951, 1952) collected the largest MMPI set of data ever 

obtained with adolescents. They gave the MMPI to 3,971 

ninth-graders during the 1947-1948 school year and to 

another 11,329 ninth-graders in the spring of 1954. They 

hoped to find MMPI predictors that would indicate risk 

factors associated with later development of juvenile 

delinquency. Hathaway and Monachesi found that scores on 

three scales (Psychopathic Deviate, Schizophrenia, and 

Hypomania) were indicative of high delinquency rates 

(Colligan & Offord, 1989; Hathaway & Monachesi, 1951, 

1952, 1953). 

Even though they collected this large database with 

adolescents, Hathaway and Monachesi did not believe that 

separate norms for adolescents were either necessary or 

desirable. Instead they maintained that comparisons with 

adults were more useful so that adolescent attitudes and 

perceptions were compared with those of normal adults 

(Colligan & Offord, 1989; Hathaway & Monachesi, 1951, 

1952, 1953). They also insisted that the development of 
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adolescent norms would tend to blur adolescent 

psychopathology which might occur with a higher base rate 

in an adolescent population than in an adult population. 

It appears the opinion of Hathaway and Monachesi 

discouraged further development of adolescent norms for 

over 10 years (Pancoast & Archer, 1988). It soon became 

obvious that many "normal" adolescents had MMPI 

profiles that suggested they were exhibiting some mental 

disturbance. This phenomena led to the suggestion that 

clinicians plot adolescent profiles using both adult norms 

and the mean profile for their normal sample of ninth-grade 

students (Colligan & Offord, 1989; Hathaway & Monachesi, 

1963) . 

By the early 1960's, the norms submitted by Hathaway 

and Monachesi were being criticized because of their age 

and the fact that they were all obtained from subjects in 

the ninth-grade rather than from different age-groups of 

adolescents. Marks and Briggs (1972) established newer 

norms by combining the responses of 720 adolescents from 

the Hathaway and Monachesi data with the collected 

responses of 1,046 normal adolescents during 1964 and 1965 

in six states: Alabama, California, Kansas, Missouri, 

North Carolina, and Ohio. Marks, Seeman and Haller (1974) 

gave few details about this sample other than that it 

consisted of Caucasian adolescents who were not receiving 

treatment for any emotional disturbance at the time they 
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took the MMPI (Archer, 1992; Marks, Seeman, & Haller, 

1974). Later studies by several different authors were 

reviewed by Pancoast and Archer (1988) . They found that 

these norms appeared to represent a fairly "reasonable fit 

against the profile patterns produced by adolescents during 

the time period Marks et al. [sic] developed these norms" 

(Pancoast & Archer, 1988, p. 696). This is somewhat 

remarkable considering the data were collected in samples 

from different geographic settings, in three different 

decades, and for different research purposes. 

Archer (1984) reviewed numerous studies that used the 

MMPI with adolescents and compared the profiles using adult 

and adolescent norms. He found that adolescent profiles 

based on adult norms tended to exaggerate the degree of 

psychopathology demonstrated by adolescents. This 

difference was more marked as the samples moved from normal 

to psychopathological subjects, especially on F (a validity 

scale that helps clinicians determine if the clinical 

scales should be interpreted), Pd (Psychopathic Deviate), 

and Sc. (Schizophrenia) . The elevations on these particular 

scales for disturbed adolescents using adult norms seemed 

to produce interpretations that overemphasized antisocial 

and schizophrenic symptoms. Archer concluded that, 

compared to adults, adolescents tend to report more unusual 

symptoms suggestive of serious psychopathology and deviant 

social views (scale F), more impulsivity, rebelliousness, 
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and antisocial attitudes (scale Pd), and a greater sense of 

isolation and alienation from their social environment 

(scale S£). He pointed out that these aspects of 

adolescent response patterns are consistent with many 

analytic theorists' beliefs about adolescence as a 

"turbulent stage of development, " and may not be unusual or 

atypical for the "average" adolescent. Archer stressed 

that these MMPI findings show that there may be significant 

differences in how adolescents and adults respond to the 

MMPI. He concluded that in the absence of empirical 

evidence that item endorsement patterns, specifically on 

scales F, Pd, and Sc^, have similar clinical correlates for 

adolescents and adults, using adolescent norms seemed to 

lessen the possibility of "overinterpreting" pathological 

features of adolescents' responses. 

In 1987, adolescent norms for the MMPI developed by 

Gottesman, Hanson, Kroeker, and Briggs were published in a 

text by Archer. These norms allowed clinicians to use some 

of the newer scales that had been developed through 

research with adolescents, however, no new data had been 

collected from contemporary adolescents to create these 

norms tables (Archer, 1987). 

By the 1980's, the available adolescent norms of the 

MMPI, even using the 1974 norms of Marks and Briggs, were 

beginning to show their age. Adolescents who took the MMPI 

in the 1980's were being compared to a normative sample 
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that included responses from adolescents in the 1940's and 

1950's. The most recent norms were from the 1960's-a 

minimum of 20 years old. In their 1988 review of 

adolescent response patterns and trends, Pancoast and 

Archer concluded that the Marks et al. norms were quite 

accurate for the time they were obtained, but normative 

changes had occurred since the norms were published thereby 

weakening the accuracy for interpretation of adolescents in 

the 1980s. Colligan and Offord (1989) collected MMPIs from 

a large contemporary sample of normal adolescents who were 

similar to the original Minnesota sample of adults 

developed by Hathaway and McKinley and who were also 

comparable to the sample used in the Marks and Briggs 

norms. 

Telephone directories were used to find a random 

sample of 11,930 households within a 50-mile radius of 

Rochester, Minnesota. A stringent screening procedure 

excluding adolescents with chronic diseases, mental 

retardation, learning disabilities, and other conditions, 

resulted in a sample of 1,315 normal Caucasian adolescents 

ranging in age from 13 through 17 years. Their results 

addressed two questions: (1) Have adolescent MMPI response 

patterns changed in comparison with adult response 

patterns? and (2) Are contemporary adolescent MMPI response 

patterns different from the available adolescent norms? In 

answer to the first question, Colligan and Offord found 
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that contemporary adolescent response patterns differ 

considerably from contemporary adult response patterns. 

This would make it difficult for clinicians to determine 

the degree to which an adolescent patient had a different 

world view or a different degree of stress or emotional and 

behavioral symptoms than would usually be expected for 

normal adolescents. To answer the second question, 

Colligan and Offord found that teen-agers of the 1980s were 

more assertive, adventurous, and desirous of independence 

than the counterpart of the 1940s, 1950s, and 1960s. They 

also found indications of increased difficulty in reaching 

interpersonal intimacy and a greater degree of sensitivity 

or cautiousness in relating to others. They also found 

that expressions of interest in social interaction had 

remained stable (Colligan & Offord, 1989). They concluded 

that the norms for the MMPI were definitely aging, 

especially for adolescents. Their data suggested that MMPI 

profiles for adolescents should be interpreted with the use 

of adolescent norms. These findings strongly supported the 

need for developing new MMPI norms for contemporary 

adolescents. 

Development of the MMPI-A 

The original MMPI consisted of 550 true/false items 

that the authors hoped would be useful in identifying and 

describing psychiatric patients in a more efficient and 
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effective manner than the interview techniques 

traditionally used for psychological evaluations at the 

time (Archer, 1992). In 1982, several problems, such as 

adolescent norms and applicability of item content, were 

very apparent to the members of the MMPI Restandardization 

Project Committee that was assigned to develop the MMPI-2, 

and led to the decision to develop a form of the MMPI 

specifically for adolescents. The MMPI Adolescent Project 

Committee was appointed in 1989; this committee decided to 

maintain the standard validity and clinical scales, but to 

revise the item content, possibly to develop supplementary 

and content scales appropriate for adolescents, and to norm 

the instrument with adolescent subjects (Butcher et al., 

1992). Their final version contained 478 true/false 

statements. The first 350 items are necessary to score the 

validity scales and the standard clinical scales. The 

other 128 items are scored mainly on supplementary or 

content scales (Archer, 1992). 

Along with concerns about the adequacy of existing 

MMPI norms for adolescents, many clinicians and researchers 

have questioned the adequacy of the content of many of the 

MMPI items for adolescents (Archer, 1992). Some of the 

original MMPI items made references to "drop the 

handkerchief," and "deportment," which have little meaning 

to today's teen-agers. An item such as "my sex life is 

satisfactory" did not have the same meaning to a 13-year-
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old as it did to a 30-year-old. Another problem was that 

the scales of the MMPI were not developed to evaluate 

behaviors and symptoms of adolescents. Even though some of 

the MMPI scales were obviously relevant to problems 

experienced by adolescents (such as Depression), others 

were either invalid or could have been more valid if the 

item content of the scale were revised (Butcher et al., 

1992). Even though the MMPI item pool was extensive, it 

had historically lacked items that have specific relevance 

to adolescents, such as drug use, eating disorders, and 

school-related problems. 

Another characteristic discovered when using the MMPI 

with adolescents was that the F scale (one of the validity 

scales) was often greater than a T-score of 70. This 

response style suggested an extreme presentation of self-

reported symptoms when compared to adults' responses. Many 

researchers believed that the reason for high F scores was 

that the scale was developmentally inappropriate for 

adolescents rather than a general tendency to over-report 

psychological symptoms due to feelings of alienation common 

to adolescence (Butcher et al., 1992). 

The principal question regarding using the MMPI with 

adolescents was whether to use adult or adolescent norms. 

The body of research developed from 1943 to 1989 showed 

that using adult norms tended to make adolescents appear 

more disturbed than they really were (Butcher et al.. 

64 



1992). The MMPI-A sought not only to create current useful 

adolescent norms, but also tried to revise the item content 

and make the validity, clinical, and content scales 

relevant to adolescent experiences (Archer, 1992). 

Secondary goals of the MMPI Adolescent Project Committee 

were to shorten the length of the MMPI and to standardize 

the assessment practices of the MMPI with adolescents. 

The result of this endeavor was an instrument that 

retained the same clinical scales and many of the content 

and supplementary scales of the original MMPI but with item 

content and norms that were relevant to adolescents. The 

scores of the MMPI-A also demonstrate strong reliability 

and internal consistency. Test-retest correlations for the 

scores on the clinical scales ranged from .65-.84 (Butcher 

et al., 1992). Internal consistency coefficients derived 

through empirical item selection ranged from .78 and .89 on 

Hypochondriasis and Schizophrenia, respectively, to .40 and 

.57 on Masculinity/femininity and Paranoia, respectively. 

Factor analysis of the MMPI-A showed the same four-factor 

structure found in previous studies that used the MMPI with 

adults and adolescents (Butcher et al., 1992). 

Research on the MMPI-A 

There is a growing body of research on the MMPI-A. 

Most of the six studies published focused on the validity 

and reliability of either specific scale scores or the 
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scores for the entire instrument. Two of the articles that 

appeared in 1993 deal with two subscales developed to 

determine if reading ability affected F scale scores and 

the ""critical" items of the MMPI-A. 

Krakauer, Archer, and Gordon (1993) created the Items-

Easy (Î ) and Items-Difficult (Id) subscales to determine 

the degree to which reading comprehension difficulties 

might be responsible for significant elevations of the F 

scale and the standard clinical scales. Their study was 

based on the premise that well-motivated test takers, who 

have difficulty in comprehending what they read, may 

unknowingly respond in a random manner to items they cannot 

understand. Each of the 704 items in the MMPI-A Form TX 

(experimental test booklet for the MMPI-A) was evaluated on 

three different indices of reading difficulty. After 

constructing le^ and ^ scales of 13 items each and 

collecting data from the normative sample of the MMPI-A, 

the validity data was examined to determine the extent to 

which these subscales were useful in distinguishing groups 

of adolescents classified on the basis of reading ability. 

Two methods of calculating the difference between the 

le and ^ subscales were examined. One method used a 

simple difference score (i.e., ^ - Î ) and the other 

method used a weighted difference score (3^ - 1^) . Both 

of these approaches resulted in differentiating subjects 

with varied reading abilities. The subscales seemed to be 
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more useful in ruling out significant reading deficits than 

in identifying the adolescent with reading problems. The 

positive predictive power was low and could be attributed 

to the low base rates for impaired reading ability shown in 

the sample used in this study. The difference scores 

resulting in negative judgments were more useful in the 

predictive task than the difference scores resulting in 

positive judgments for reading deficit. The authors 

recommended that the I^ and ̂  subscales should be 

restricted to research purposes rather than routine 

clinical use in the evaluation of profile validity. 

Also in 1993, Archer and Jacobson investigated the use 

of ""critical items" in the MMPI-A. The term ""critical 

items" referred to the idea that endorsing specific items, 

individually or collectively, may indicate the presence of 

a particular psychological problem. Over its 40-year 

history, many ""critical item" groups were developed for the 

MMPI, the best-known being the Koss-Butcher and Lachar-

Wrobel lists. Most of the items from these 2 lists were 

retained in the MMPI-A. Archer and Jacobson found that 

adolescents in the normative sample endorsed ""critical 

items" more frequently than adults in the MMPI-2 adult 

sample. This finding was consistent with previous studies 

that showed that adolescents endorsed significantly more 

unusual items on the original MMPI than adult counterparts. 

This finding made it more difficult to construct critical 
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item lists for adolescents. The authors concluded that the 

commonly used lists of critical items developed with adult 

subjects may not be useful with adolescents. They also 

suggested that if new critical item lists are developed for 

the MMPI-A incorporating some of the new items that are 

unique to the instrument, empirical evidence should be used 

to support the use of those items. New research support 

should include evidence of meaningful relationships between 

the response frequency differences between normative and 

clinical samples and independent external criteria (Archer 

& Jacobson, 1993). 

Archer, Pancoast, and Gordon (1994) detailed the 

development and rationale of the Immaturity (IMM) scale. 

They cited several studies that found evidence of 

maturational influences on MMPI patterns from normal 

samples of adolescents, college students and adults. These 

studies found decreasing mean raw scores on most MMPI 

scales as the age of the sample increased. They believed 

the raw score changes were not due necessarily to age, but 

to maturational and developmental changes that are 

moderately correlated with chronological age. This concern 

for the role of maturation in understanding adolescent 

psychopathology led to the development of the IMM scale. 

Archer, Pancoast, and Gordon (1994) designed a study 

to examine the concurrent validity of the IMM scale in the 

MMPI-A normative sample and in the clinical sample 
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originally used to develop the scale. They also reported 

findings on the concurrent validity of the IMM scale in 

relation to biographical and life stress events data 

reported by the adolescents comprising the MMPI-A normative 

sample and external correlates for adolescent inpatients 

derived from ratings or data provided by their treatment 

staff and parents. Examination of data from the MMPI-A 

normative sample showed that elevated IMM scores for both 

males and females indicated a higher frequency of negative 

life stress events, including school suspension, engaging 

in theft, and failing a grade in school (r =.18, .18, .19, 

respectively, p < .001). Males with higher IMM scores were 

apparently experiencing stressful events in both the home 

and school environments and were more likely to be referred 

to a therapist or counselor. Females with higher IMM 

scores were more likely to have been placed in foster care 

and to have been sexually abused or raped. Analyses of the 

biographical data also showed that males and females with 

elevated IMM scores tended to have more school problems, 

such as lower academic grades, and females were more likely 

to have been disciplined and suspended from school. The 

authors believed that analyses of data from the normative 

sample is somewhat limited because of the homogeneous 

nature of the sample in terms of psychopathology and the 

limited domains of the correlate measures. 
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Data from the clinical inpatient sample, however, 

indicate a broader and more detailed IMM correlate pattern. 

Elevated IMM scores for males correlate with higher scores 

on measures of externalization and total behavior problems 

(r =.38 and .45, p < .01). Higher IMM scores for females 

indicated higher frequencies of school truancy (r =.33, p < 

.01). Archer, Pancoast, and Gordon (1994) concluded that 

their findings supported the purpose of the IMM scale to 

determine the degree to which adolescents report behaviors, 

attitudes, and perceptions of self and others that indicate 

immaturity in terms of interpersonal style, self-awareness, 

judgment and impulse control (Archer, Pancoast, & Gordon, 

1994; Butcher et al., 1992). The authors also advise that 

much more research is needed on the IMM scale before a 

comprehensive understanding of the reliability and validity 

characteristics of the scale will be available. 

Archer, Belevich, and Elkins (1994) studied the item-

level and scale-level factor structures of the MMPI-A. 

Using data from 1,620 adolescents in the MMPI-A normative 

sample, the item-level factor structure was examined using 

a principal factor analysis. This resulted in 14 factors 

that accounted for 44% of the total item variance in the 

MMPI-A scores. Using the same data from the normative 

sample, the scale-level analysis revealed eight factors 

that accounted for 93.5% of scale variance in the MMPI-A 

scores. Archer, Belevich, and Elkins concluded that much 
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of the factor structure of the MMPI-A appears to be 

consistent with previous findings on the original MMPI, 

even though the factor structures identified for the MMPI-A 

contain some unique aspects that seem to be closely related 

to adolescent development and/or psychopathology and not 

identified in prior factor studies. 

Alperin, Archer, and Coates (1996) explored the 

development and effects of a K-Correction procedure with 

the MMPI-A. Originally, the K scale was used to improve 

the discriminative capability of the clinical scales in 

identifying psychopathology. Different proportions of the 

K scale raw score total were traditionally added to 

specific scales when the MMPI was used with adult 

respondents (Archer, 1992). However, the MMPI-A does not 

use a K-correction procedure and K-corrected norms are not 

included in the MMPI-A manual. Numerous research studies 

summarized by Archer utilizing the MMPI with adolescents 

recommended that the K-correction not be used with 

adolescents (Archer, 1984). Archer, Alperin, and Coates 

attempted to develop a K-correction procedure to use with 

the MMPI-A to improve accuracy in classifying normal 

adolescents versus adolescents receiving in-patient 

psychiatric treatment. 

Using data from the MMPI-A normative sample and data 

gathered from adolescents receiving inpatient treatment at 

a psychiatric hospital, discriminant function analyses were 
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performed to determine the K-weight that, when ideally 

combined with raw score values for eight Clinical scales, 

predicted the criterion of normal versus clinical group 

status. Results indicated that the adoption of a K-

correction procedure did not indicate improved test 

accuracy as defined by consistent increases in test 

sensitivity, specificity, or hit rate. Archer, Alperin, 

and Coates found no advantages for using K-correction with 

the MMPI-A. 

Shaevei and Archer (1996) studied the effects of 

scoring 18-year-old respondents on either the Minnesota 

Multiphasic Personality Inventory-2 (MMP-2) or the MMPI-A 

in terms of Î -score elevations and profile configuration. 

The MMPI-A manual states that a clinician should make a 

case-by-case judgment about which test to use for 18-year-

old respondents, with the guideline that the MMPI-A be used 

with 18-year-old high school students and the MMPI-2 be 

used with 18-year-olds attending college, working, or 

living independently (Butcher et al., 1992). This 

guideline can be unclear in some situations, such as an 18-

year-old single mother attending high school, but living at 

home with her infant. Because the item pools for scales K, 

i' _2, 3̂, _6, 2' ŝ d ̂ / were basically identical between the 

MMPI-2 and MMPI-A, and the item pools for scales L, 4_, and 

8̂  differed by only one item, it was possible to compare and 
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evaluate the differences in T̂ -score elevations produced for 

these scales. 

Results showed that 66% of MMPI-A profiles that were 

rescored on MMPI-2 norms produced congruent two-point 

codetype classifications (the highest 2 scores from the 

clinical scales). Results also indicated that a given raw 

score value for validity scales L and K converted to 

somewhat higher T-score values on the MMPI-A than on the 

MMPI-2. Certain clinical scale values were higher on the 

MMPI-2 than for the MMPI-A. Their findings implied that 

choosing the appropriate test may have greater 

repercussions for 18-year-olds presenting more severe 

symptoms and therefore more elevated raw-score values. 

Overall, Shaevei and Archer concluded that the 

straightforward guideline of using the MMPI-A for 18-year-

old high school students living with their family and the 

MMPI-2 for 18-year-old respondents living independently is 

appropriate. In cases where this guideline is not clear, 

they recommend that both MMPI-A and MMPI-2 norms by 

compared. 

In 1997, Archer reviewed the development and research 

with the MMPI-A and targeted six areas of future research: 

(1) the utility of the codetype interpretation approach; 

(2) issues related to MMPI-A profile elevation; (3) the 

evaluation of traditional and new MMPI-A scales; (4) 

optimal age ranges for use with the MMPI-A; (5) effects of 



the MMPI-A on clinicians' test use patterns; and (6) the 

MMPI-A Structural Summary interpretive approach. This list 

was not meant to be comprehensive and Archer stated that 

there are numerous other aspects of the MMPI-A that warrant 

research (Archer, 1997). 

Summary 

The prevalence and variety of adolescent psychological 

disorders differ across the United States depending on the 

researcher interpreting the statistics and the criteria 

used to determine the presence of psychological disorders. 

The definition of SED, outlined in federal legislation EHA 

in 1975 and re-authorized in IDEA in 1992, was based on 

Bower's research conducted in the late 1950's and early 

1960's before the first edition of DSM. Bower's definition 

of emotional disturbance was based on criteria that were 

observable and tangible in a school setting and therefore 

within the conceptual range of teachers, principals, and 

other school personnel. 

Psychological assessment practices used in inpatient 

and private practice settings tend to focus on inner 

emotional stresses that are causing an adolescent to 

experience anxiety. Evaluation techniques include clinical 

interviews, projective tests, and other methods that focus 

on the individual and his/her family rather than on 

academic or school-related concerns. Current SED 
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assessment practices in public schools tend to follow 

Bower's definition and criteria. Therefore, these 

appraisals rely on standardized individual intelligence and 

achievement tests (which are also typically part of 

psychological evaluations in hospital/private practice 

settings), interviews and behavioral checklists completed 

with teachers and parents, and behavioral observations 

conducted in school settings. The use of personality 

instruments in identifying students with SED has been 

limited because school psychologists have had limited 

training in administering and interpreting them and because 

personality measures were not designed to identify students 

with SED. 

Several formal assessment instruments, in addition to 

individual intelligence and achievement tests have been 

used in SED evaluations, including the PIC (complete and 

short forms), DAP:SPED, and the CBCL. Both the PIC and the 

CBCL have to be completed by someone other than the student 

(either the parent or teacher) and consequently may be 

subject to influences that do not reflect the student's 

problem. The DAP:SPED is only a screening procedure to 

determine if further psychological assessment is 

appropriate. Also, it is based on a student's drawings, 

which is a technique that has questionable validity among 

practitioners and researchers. 
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The MMPI-A is supported by a wealth of current 

research and the research history of its parent instrument, 

the MMPI. The MMPI-A uses the responses from adolescents 

to derive its Validity, Clinical, Content, and 

Supplementary scales. Interpretation is completed by the 

psychologist administering the instrument. To date, there 

is no current research that addresses the efficacy of using 

the MMPI-A to identify students with SED. Therefore, the 

primary question of this study is: Can specific scales of 

the MMPI-A identify SED students? 
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CHAPTER III 

METHODOLOGY 

This study had two purposes. It was designed to 

determine if the Minnesota Multiphasic Personality 

Inventory-Adolescent Version (MMPI-A) can discriminate a 

sample of public school adolescent students who are 

currently identified with a Serious Emotional Disturbance 

(SED) from a normative sample of adolescents and a clinical 

inpatient sample of adolescents who are currently receiving 

treatment at psychiatric hospitals or residential treatment 

centers. It was also intended to determine if scores on 12 

selected scales can predict group membership among the 

three groups. 

Participants 

The participants solicited for this research are 

public school students who currently qualify as SED, a 

normative sample of adolescent students, and a clinical 

inpatient sample of students who were in residential 

treatment centers or psychiatric hospitals. All 

participants were between the ages of 14 and 18, inclusive, 

and had at least a seventh-grade reading level necessary to 

comprehend and respond to the MMPI-A items. The SED and 

normative participants lived in both rural and urban school 

districts in west Texas. The clinical inpatient sample was 
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collected from public and private residential treatment 

centers and psychiatric hospitals in west Texas. These 

participants were receiving their educational services in 

the residential treatment center or hospital, but were not 

attending school campuses with non-handicapped students. 

All three groups represented a sample of convenience, 

because total randomization across the United States was 

not feasible. 

The normative sample and clinical inpatient sample 

were established to mirror the normative and clinical 

samples used in the standardization of the MMPI-A. However, 

because this study used samples of convenience, the 

normative and clinical inpatient samples of this study were 

not duplicates of the samples used in the standardization. 

The normative sample for the MMPI-A standardization 

consisted of 1620 junior high and high school students from 

California, Minnesota, New York, North Carolina, Ohio, 

Pennsylvania, Virginia, and Washington state. These 

testing sites were chosen to approximate a balanced sample 

of participants according to geographic region, rural-urban 

residence, and ethnic background comparable to 1980 U.S. 

Census data (Archer, 1992). The students were tested in 

groups ranging from 5 to 100 adolescents. 

The clinical sample for the standardization consisted 

of 713 adolescents recruited from inpatient alcohol- and 

drug-treatment units, mental health facilities, day 
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treatment programs, and a special school program, ail in 

the Minneapolis area (Butcher et al., 1992). Butcher et 

al. (1992) gave no description of the ""day treatment 

programs" or ""special school program" that collectively 

accounted for 88 participants in the clinical sample. 

As with other studies using the MMPI, MMPI-2, or 

MMPI-A, a fairly large sample size is needed to provide 

sufficient power for statistical analysis (Butcher, Graham, 

& Ben-Porath, 1995). Huberty (1994) recommended a ratio of 

three participants for each predictor for the discriminant 

analysis to be effective. Because 12 scales were used in 

this study, each group needed a minimum of 36 participants. 

To satisfy the need for sufficient power, this study had 

111 participants with 36 participants in the SED sample, 37 

in the clinical inpatient sample, and 38 in the normative 

sample. 

Sample Demographic Characteristics 

The normative sample in this study consisted of 38 

adolescents and included 2 6 Caucasians (68.4%), 9 Hispanics 

(23.6%), and 3 adolescents who identified themselves as 

""other" (7.8%). Twenty-seven normative participants (71%) 

were female and 11 (28.9%) were male. The average age of 

the normative sample was 15.97 years with a range of 14-18 

years. 
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The clinical inpatient sample included data from 37 

adolescents, of which 16 (43.2%) were female and 21 (56.7%) 

were male. Of this sample, 11 (29.7%) were Caucasian, 1 

(2.7%) was African-American, and 3 (8.1%) were Hispanic. 

Because the profiles contributed by one of the facilities 

did not contain the race of the participant, further racial 

information about the other 22 participants in this sample 

is not available. The average age of this sample was 15.18 

years with a range of 14-18 years. 

The sample of participants identified with SED 

consisted of 36 adolescents, of which 13 (36.1%) were 

females and 23 (63.9%) were males. Seventeen (47.2%) were 

Caucasian, 12 (33.3%) were Hispanic, and 7 (19.4%) were 

African-American. The average age was 15.8 years with a 

range of 14-18 years. 

Instruments 

The instrument used in this study is the MMPI-A. 

Although the MMPI-A was published in 1992, its history and 

design date back to the development of the original 

Minnesota Multiphasic Personality Inventory (MMPI) in 1943, 

Clinical, Content, and Supplementary Scales 

Like the original MMPI, the MMPI-A has 10 clinical 

scales that create the profile and codetype pairs that are 

the basis of diagnosis. Five of the clinical scales 
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(Hypochondriasis, Psychopathic Deviate, Paranoia, 

Schizophrenia, and Hypomania) are suggestive of academic 

difficulties in school and will be used in this study 

(Archer, 1992). One other clinical scale (Depression) is 

used in this study because it relates directly to one of 

the diagnostic criteria for SED (see Table 3.1). 

Hypochondriasis, Scale 1, (abbreviated Hs) consists of 

32 items that relate to somatic concerns and complaints. 

Descriptors of high Hŝ  scores include the tendency to 

report school problems including academic and adjustment 

difficulties. A high score on Hs can also indicate a 

"tendency to develop physical symptoms or fears associated 

with personal or school problems" (the fifth criterion for 

SED) . 

Scale 2, Depression (abbreviated D) , is created from 

57 items that deal with general apathy, physical symptoms 

such as sleep disturbances, and extreme social sensitivity 

and withdrawal. High scores on D are associated with 

feelings of hopelessness and unhappiness, a sense of 

inadequacy, and pessimism. Poor academic achievement or 

school problems is not a correlate for the Depression 

scale, but it is included in this study because it appears 

to relate to "a general pervasive mood of unhappiness or 

depression" (criterion 4 of SED). 

Scale 4, Psychopathic Deviate (abbreviated Pd), was 

originally designed to identify psychopathic personality 
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Table 3.1 MMPI-A Scales and Their Relation to SED Criteria 

SED Criteria MMPI-A Scales 

1—an inability to learn which Adolescent-Low Aspirations 

cannot be explained by 

intellectual, sensory, or 

health factors 

Adolescent-School Problems 

2—an inability to build or 

maintain satisfactory 

interpersonal relationships 

with peers and teachers 

Psychopathic Deviate 

Immaturity 

3—inappropriate types of Schizophrenia, Paranoia, 

behavior or feelings under Hypomania 

normal circumstances 

4—a general pervasive mood of Depression, Adoiescent-

unhappiness or depression Low Self-Esteem 

Adolescent-Depression 

5—a tendency to develop 

physical symptoms or 

fears associated with 

personal or school 

problems 

Hypochondriasis, 

Adolescent-Health Concerns 
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characteristics (now called antisocial personality disorder 

in DSM-III-R and DSM-IV). Antisocial personality disorder 

is no longer diagnosed in adolescents. Instead, youth with 

these characteristics are diagnosed with a "conduct 

disorder." Scale 4 consists of 49 items and was used in 

this study because a high Pd score could support the second 

SED criterion of "an inability to build or maintain 

satisfactory interpersonal relationships with peers and 

teachers." Characteristics of high Scale 4 profiles 

include poor school adjustment and problems in school 

conduct. 

Paranoia, Scale 6 (abbreviated Pa), consists of 40 

items that deal with obvious psychotic symptoms such as 

delusions of persecution and ideas of reference as well as 

cynicism and rigidity that are not so overtly psychotic 

indicators. Pa. is included in this study because moderate 

elevations (uniform T-scores between 60 and 69) are 

associated with problems in school adjustment. 

Scale 8, Schizophrenia (abbreviated Sc_) , was designed 

to identify patients with schizophrenia. The 77 items deal 

with bizarre thought processes, peculiar thoughts, 

difficulties in concentration and impulse control, as well 

as disturbances in mood and behavior. High scores on Sc 

are also associated with poor school adjustment and 

performance. 
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Hypomania, Scale 9 (abbreviated Ma), was developed to 

identify patients manifesting what is now called manic-

depressive or bi-polar symptomatology. Items in this scale 

include grandiosity, egocentricity, elevated mood, and 

behavioral overactivity. Clinical elevations on Ma are 

associated with a greater likelihood of school conduct 

problems and delinquent behaviors. Paranoia, 

Schizophrenia, and Hypomania were included in this study 

because they could support the third SED criterion of 

"inappropriate types of behavior or feelings under normal 

circumstances." 

The content and supplementary scales were developed 

through several approaches used to analyze the content of 

responses on the original MMPI. These approaches include 

finding lists of "critical items" believed to have special 

significance in clinical assessment, grouping similar items 

into homogeneous content areas for each scale, and using 

rational and statistical scale construction methods. The 

interpretive recommendations for the content scales are 

usually based on clinical experience rather than empirical 

data (Archer, 1992). These scales are intended to 

supplement, augment, refine, but not replace, the 

interpretation of the clinical scales (Archer, 1992). 

The content scales are composed of items that are 

distinct and face-valid in their relationship to 

psychopathology. The MMPI-A contains fifteen content 
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scales which can be used to supplement, augment, and refine 

the interpretation of the ten clinical scales. Five of the 

content scales appear to be applicable to this study: 

Adolescent-Depression, Adolescent-Low aspirations, 

Adolescent-Health concerns, Adolescent-Low self-esteem, and 

Adolescent-School problems (see Table 3.1). 

High scores on Adolescent-Depression (A-dep) are 

related to sadness, depression, and a pervasive sense of 

hopelessness. It is not usually associated with poor 

school adjustment or achievement, however it could possibly 

support the fourth SED criterion of "a general pervasive 

mood of unhappiness or depression." A-dep consists of 26 

items. 

Adolescent-Health Concerns (A-hea) contains 37 items 

that address physical symptoms involving gastrointestinal, 

neurological, sensory, cardiovascular, and respiratory 

systems. Adolescents who endorse these items in the 

deviant direction are not only worried about their health, 

but also feel physically ill much of the time. Williams, 

Butcher, Ben-Porath, and Graham (1992) discovered that high 

A-hea scores are related to school problems and poor 

academic performance. A-hea is included in this study 

because it could be used to support the fifth SED criterion 

of "a tendency to develop physical symptoms or fears 

associated with personal or school problems." 
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Adolescent-Low Self-Esteem (A-lse) was developed to 

identify adolescents with low self-esteem and little self-

confidence. Williams et al. (1992) found that high scores 

on this scale are associated with poor school performance. 

It was included in this study because it seemed to support 

the fourth SED criterion of "a general pervasive mood of 

unhappiness and depression." 

Adolescent-Low Aspirations (A-las) is one content 

scale that has no direct counterpart among the MMPI-2 

content scales. High scores on this scale are found among 

adolescents who have few educational or life goals and 

believe they are unsuccessful. It was included in this 

study because it is associated with poor academic 

achievement and could support the first SED criterion of 

"an inability to learn which cannot be explained by 

intellectual, sensory, or health factors." 

Adolescent-School Problems (A-sch) also has no 

counterpart among the MMPI-2 content scales. Adolescents 

who score high on this scale do not like school and are 

likely to encounter many behavioral and academic problems. 

Characteristics of high scorers include a negative attitude 

toward academic activities, poor school performance, and 

the possibility of learning disabilities or significant 

developmental delays and learning problems. It was 

included in this study because it also could support the 
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first SED criterion of "an inability to learn which cannot 

be explained by intellectual, sensory, or health factors." 

From its 50 years of use, many supplementary and 

special scales were created from the item pool of the MMPI. 

Six supplementary scales were developed for the MMPI-A, but 

only one, the Immaturity scale (abbreviated IMM), appears 

to be useful to this study. Items from the IMM scale 

involve lack of self-confidence, externalization of blame, 

lack of insight, lack of concern for future consequences, 

and egocentricity or self-centeredness. Adolescents with 

high IMM scores tend to have a history of social and 

academic difficulties. They also appear to be unable to 

engage in mutually satisfying interpersonal relationships, 

which would support the second SED criterion of "an 

inability to build or maintain satisfactory interpersonal 

relationships with peers and teachers." 

Scoring the MMPI-A 

Like the original MMPI, item responses for each 

clinical, content, and supplementary scale are scored, 

either by hand or computer. In this study, hand scoring 

was used for participants in the normative and SED samples. 

Profiles obtained from other psychologists or residential 

treatment centers had been scored by computer. Raw scores 

are converted to uniform T-scores using the linear formula: 

T = 50 + 10 (Xi-M)/SD. 
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where Xi is equal to the raw score value earned by a 

participant, M represents mean of the raw scores for each 

scale based upon the normative distribution of subjects, 

and SD represents the standard deviation of the raw scores 

for each scale based upon the normative distribution of 

subjects (Archer, 1992). An MMPI-A profile charts a 

respondent's T-scores for each scale (five validity scales, 

10 clinical scales, 15 content scales, and six 

supplementary scales). 

A major difference between the MMPI-A and the parent 

MMPI and the MMPI-2 is the "gray zone" or "shaded zone" on 

the profile sheet. Instead of the traditional cut-off of a 

specific T-score, the area between T-scores of 60 and 64, 

inclusive, represent moderately elevated scores. 

Interpretations made for scores in this range should be 

made with less confidence than scores with higher 

elevations (Butcher et al., 1992). The use of a range of 

T-scores to mark the transition between normal values and 

clinical values is especially important when assessing 

adolescents because the conceptual and psychometric 

boundary between normalcy and pathology may be less obvious 

in adolescence than during adult development. The use of 

this shaded zone also recognizes that Î -scores between 60 

and 64, inclusive, indicate that adolescents with these 

scores may be expected to show some, but not all, of the 
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clinical correlate patterns or traits associated with 

higher-range elevations for specific scales (Archer, 1992) 

Validity of the MMPI-A 

The validity of the MMPI-A is based in its method of 

construction, the ""criterion keying" method, and the 

interpretation of the four validity scales. The MMPI-A, 

like its predecessor, the original MMPI, used the 

""criterion keying" method or empirical method of inventory 

construction. In this approach, items were presented to 

two or more groups of subjects. One group served as a 

criterion group that displayed a specific diagnosis or 

characteristic that the instrument was designed to measure, 

There were one or more comparison groups that did not 

display the feature or characteristic being studied. 

Responses of the two groups were compared, and items 

demonstrating significant differences were included in the 

instrument (Archer, 1992). 

The purpose of the MMPI-A validity scales is to 

determine if the adolescent responded to the items 

consistently and accurately. Invalid profiles apparently 

occur more often in adolescent samples than in adult 

samples, therefore determining the technical validity of 

adolescents' profiles is necessary before the profile can 

be interpreted (Archer, 1992) . 
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Greene (1989) recommended a conceptual model for 

understanding the validity of the MMPI-A. The first step 

in this model is to determine the number of omitted items 

(the Cannot Say scale). The second step in Greene's model 

is evaluating the consistency of item endorsement using the 

True Response Inconsistency Scale (TRIN) and Variable 

Response Inconsistency Scale (VRIN). The next step in 

Greene's model is to determine the accuracy of item 

endorsement. The traditional validity scales. Frequency, 

Lie, and K (Defensiveness), are recommended for the 

judgment of response accuracy (Archer, 1992; Greene, 

1989) . Each of these scales is described below. If scores 

are acceptable on these scales, the profile is determined 

to be valid (Archer, 1992; Greene, 1989). 

The Cannot Say scale (abbreviated 2) contains the 

total number of items that a respondent fails to answer or 

answers in both the true and false directions. Therefore 

the Cannot Say scale is unique because it is not composed 

of a fixed item pool. Because item omission tends to lower 

scores on the MMPI-A scales, the profile is considered 

invalid if the Cannot Say score is above 30 (Archer, 1992; 

Butcher et al., 1992). 

The MMPI-A contains two scales that address 

consistency—the True Response Inconsistency Scale (TRIN) 

and the Variable Response Inconsistency Scale (VRIN). VRIN 
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consists of 50 pairs of items with either similar or 

opposite content. One VRIN raw score point is added each 

time an adolescent answers an item pair inconsistently. 

"̂ ^̂ N was developed to ascertain a person' s tendency to 

randomly respond to items as ""true" or ""false" regardless 

of item content. TRIN consists of 24 pairs of items that 

are negatively correlated and semantically opposite in 

content. Currently, there is limited information available 

about the characteristics of these two scales in adolescent 

samples. Archer (1992) suggests that VRIN and TRIN T-

scores between 70-79 indicate marginal levels of response 

inconsistency and T-scores above 80 show unacceptable 

levels. Archer does warn that VRIN and TRIN T-scores 

within acceptable ranges do not always imply a consistent 

and valid profile was obtained (Archer, 1992). 

The F scale is often referred to as the Frequency or 

Infrequency scale because items on this scale are related 

to strange or unusual experiences and sensations, paranoid 

ideation, and antisocial attitudes and behaviors that were 

endorsed infrequently. The MMPI-A F scale consists of 64 

items endorsed in the deviant direction by no more than 20% 

of the 1620 adolescents in the normative sample (Archer, 

1992). Profiles with T-scores on the F scale of 90 and 

above are considered invalid (Archer, 1992). 
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The Lie scale (L) consists of 14 items that deal with 

the denial of hostility or malicious impulses that compose 

common areas of human failing for most people. Higher 

ranges of L scale values have been associated with longer 

periods of treatment for hospitalized adolescents. L 

scales that are higher than a T-score of 66 reflect an 

excessive use of denial and indicate that the profile 

should be interpreted cautiously (Archer, 1992; Butcher et 

al, 1992) . 

The K scale consists of 30 items that were empirically 

selected to pinpoint adolescents who demonstrate 

significant psychopathology but completed profiles that 

were within normal limits. Items on the K scale cover 

issues ranging from self-control to family and 

interpersonal relationships. Even though the K-correction 

procedure for some of the Clinical scales is a standard 

practice with adults, K-correction is not used with 

adolescent profiles on either the MMPI or MMPI-A. K scale 

T-scores below 40 or above 66 indicate attempts to ""fake 

bad" or ""fake good," respectively. 

The concurrent validity of the Immaturity (IMM) was 

studied by Archer, Pancoast, and Gordon (1994). IMM scores 

from both the normative and clinical sample were compared 

to biographical and life events information from the 

normative sample and behavior rating scales and sentence 
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completion tests from the clinical sample. Their results 

showed that IMM was most highly correlated with several 

Content scales: Negative Treatment Indicators (r =.76), 

School Problems (r =.75), and Alienation (r =.69). Archer, 

Pancoast, and Gordon also found gender-related differences 

in IMM scores similar to gender differences found for the 

Sentence Completion Test (1994). 

Reliability of the MMPI-A 

The reliability of the Clinical scales of the MMPI-A 

was demonstrated by a test-retest study using a subsample 

of the normative subjects (see Table 3.2). The Pearson 

Product-Moment test-retest correlations for the Clinical 

scales ranged from .65 on the Paranoia scale to .84 on the 

Social Introversion scale (Butcher et al., 1992). This 

range of correlations was comparable to the test-retest 

correlations for adults found in the standardization of the 

MMPI-2. The standard error of measurement for the Clinical 

scales was four to six T-score points (Butcher et al., 

1992) . The internal consistency coefficients of the 

Clinical scales ranged from .40-.43 (from the normative 

sample of girls and boys, respectively) on the 

Masculinity/femininity scale to .89-.91 (from the normative 

sample of girls and boys, respectively) on the 

Schizophrenia scale (see Table 3.3) (Butcher et al., 1992). 
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The reliability of the Content scales was also 

demonstrated by a test-retest study of a portion of the 

normative sample (see Table 3.4). Test-retest correlations 

ranged from .62 on Adolescent—alienation and Adolescent-

Conduct Problems to .82 on Adolescent-Family Problems and 

Adolescent—Depression (Williams, Butcher, Ben-Porath, & 

Graham, 1992). Internal consistency correlations ranged 

Table 3.2 Test-Retest Data for Basic Validity and Clinical 
Scales for a Subsample of Normative Subjects 

Scale First Test Mean Second Test Mean r 

L 2.16 2.56 0.61 

F 6.64 8.66 0.55 

K 11.85 12.88 0.75 

Hs 8.91 8.27 0.79 

D 20.89 20.56 0.78 

Hy 22.67 22.32 0.70 

Pd 20.01 19.61 0.80 

Mf 26.56 25.63 0.82 

Pa 12.60 12.90 0.65 

Pt 20.84 19.28 0.83 

Sc 22.85 22.10 0.83 

Ma 21.32 21.09 0.70 

Si 27.41 27.28 0.84 

Source: Butcher et al., 1992, p. 51. 
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Table 3.3 Internal Consistency of Basic Validity and 
Clinical Scales for the Normative and Clinical 
Samples 

Normative Sample Clinical Sample 
Scale Boys Girls Boys Girls 

L 0.64 0.58 0.54 0.53 

F 0.90 0.82 0.83 0.81 

K 0.72 0.70 0.73 0.72 

Hs 0.78 0.79 0.76 0.84 

D 0.65 0.66 0.57 0.75 

Hy 0.63 0.55 0.55 0.60 

Pd 0.63 0.68 0.53 0.64 

Mf 0.43 0.40 0.44 0.35 

Pa 0.57 0.59 0.55 0.61 

Pt 0.84 0.86 0.88 0.91 

Sc 0.88 0.89 0.88 0.91 

Ma 0.61 0.61 0.59 0.67 

Si 0,79 0.81 0.79 0.84 

Source: Butcher et al., 1992, p. 52. 
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Table 3.4 Reliability of the MMPI-A Content Scales 

Clinical Sample Normative Sample 
Scales Boys Girls Boys Girls 

A - a n x 

A-obs 

A-dep 

A-hea 

A - b i z 

A-ang 

A-cyn 

A-a I n 

A-con 

A - l s e 

A - l a s 

A-sod 

A-fam 

A - s c h 

A - t r t 

.80 

.76 

.83 

.78 

.73 

.75 

.78 

.72 

.74 

.73 

.63 

.78 

.82 

.70 

.77 

.86 

.80 

.89 

.85 

.76 

.79 

.83 

.75 

.79 

.80 

.63 

.85 

.82 

.74 

.80 

.76 

.72 

.80 

.81 

.75 

.69 

.79 

.69 

.72 

.71 

.55 

.77 

.81 

.69 

.72 

.80 

.72 

.83 

. 82 

.75 

.66 

.81 

.75 

.72 

.75 

.59 

.78 

.82 

.69 

.75 

Source: Williams et al., 1992, p. 73. 

From .55-.59 (from the clinical sample of boys and girls 

respectively) on the Adolescent—Low Aspirations scale to 

.8 0-.86 (from the normative sample of boys and girls, 

respectively) on the Adolescent—Anxiety scale (Williams et 

al., 1992). 
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Correlations between the MMPI-A Clinical and Content 

scales showed substantial independence between the Clinical 

scales and Content scales, even though correlations between 

some scales testing the same domain (such as 

Hypochondriasis and Adolescent-Health Concerns) were quite 

high (.90-.93). Correlations between such scales partly 

reflected overlap in item content. Adolescent-Cynicism and 

Adolescent-Low Aspirations shared the least variance with 

the Clinical scales (Williams et al., 1992). 

The reliability of the IMM scale was measured in the 

same test-retest study as the Clinical and Content scales 
« 

and received a correlation of .74 with a standard error of 

measurement of 3.24. Internal consistency scores for IMM 

were .80 and .82 for boys and girls, respectively, for the 

normative sample, and .82 and .83 for boys and girls, 

respectively, for the clinical sample (Butcher et al., 

1992) . 

Procedures 

The participants in the normative sample completed the 

MMPI-A as part of a high school psychology class or speech 

class. All normative participants were from two school 

districts outside of Lubbock, Texas. One district is a 

small rural district and the other district is a medium-

sized district that includes students from urban and rural 

areas. A minimum seventh-grade reading level for all 
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participants in the normative sample was documented using 

the reading portion of the Wide-Range Achievement Test-

Revision 3 (WRAT-3). Informed consent was obtained from 

parents/guardians of participants less than 18 years old; 

participants 18 years or older signed their own informed 

consent form. A copy of the consent form is included in 

Appendix A. 

The clinical inpatient sample was collected in the 

following manner. MMPI-A profiles of all Clinical, 

Supplementary, and Content scales were obtained from files 

of adolescent patients from a psychiatric hospital in west 

Texas. MMPI-A profiles were also obtained from files of 

current and previous residents of adolescent residential 

treatment centers in Lubbock, Texas, where the MMPI-A was 

administered by a clinical psychologist as part of the 

intake assessment process. Profiles obtained from these 2 

facilities were de-identified and the participants' 

identities were not known. 

In residential treatment centers where the MMPI-A was 

not part of the intake process, the investigator 

administered it to residents in groups of 5-15 persons who 

met the age and reading-level criteria. A minimum seventh-

grade reading level, required for the MMPI-A, was 

documented from administration of the WRAT-3 or information 

obtained from earlier assessments. Informed consent was 

obtained from parents/guardians. 
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Participants for the SED sample were recruited from 

four urban and three rural school districts and three child 

care facilities in west Texas. The MMPI-A was administered 

by the investigator individually or in groups of no more 

than 15 adolescents. A minimum seventh-grade reading level 

was documented either from previous assessment information 

or administration of the WRAT-3. Informed consent from 

either the parents/guardians or from 18-year-old 

participants was obtained. 

All MMPI-A protocols used in this study were screened 

for validity by examining the Cannot Say, VRIN, TRIN, F, L, 

and K scores. Three profiles from the normative group were 

eliminated because the validity scales indicated the 

participants had attempted to overreport psychopathology 

(""fake-bad") , reducing the size of that sample from 41 to 

38. One profile from the clinical inpatient group was 

eliminated because the validity scales indicated a random 

response style that suggested it was not valid, reducing 

the size of that sample from 38 to 37. Two of the profiles 

from the SED group were judged to be marginally valid, but 

were retained in the study because they were not clearly 

invalid. This kept the number of participants in the SED 

sample at 36. 

99 



Research Design and Statistical Analysis 

To examine the relationship among the 12 selected 

scales of the MMPI-A among the three groups, this study 

utilized multivariate analysis of variance and discriminant 

analysis. The three levels of the independent variable 

were the students' placement in general education classes, 

students' identification with SED and receiving special 

education services, and placement in a psychiatric hospital 

or residential treatment center. The dependent variables 

are the 12 scales of the MMPI-A used in this study. Null 

hypotheses tested at the .05 significance level are: 

Hypothesis 1: There will be no differences on scores of the 

12 scales of the MMPI-A, selected because they correlate 

with academic difficulty and/or school problems among the 

normative sample, the SED sample, and the clinical 

inpatient•sample. 

lA. There will be no difference in the scores on the 

Hypochondriasis scale among the three groups. 

IB. There will be no difference in the scores on the 

Depression scale among the three groups. 

IC. There will be no difference in the scores on the 

Psychopathic Deviate scale among the three groups. 

ID. There will be no difference in the scores on the 

Paranoia scale among the three groups. 

IE. There will be no difference in the scores on the 

Schizophrenia scale among the three groups. 
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IF. There will be no difference in the scores on the 

Hypomania scale among the three groups. 

IG. There will be no difference in the scores on the 

Adolescent-Depression scale among the three groups. 

IH. There will be no difference in the scores on the 

Adolescent-Health Concerns scale among the three 

groups. 

II. There will be no difference in the scores on the 

Adolescent-Low Self-esteem scales among the three 

groups. 

IJ. There will be no difference in the scores on the 

Adolescent-Low Aspirations scale among the three 

groups. 

IK. There will be no difference in the scores on the 

Adolescent-School Problems scale among the three 

groups. 

IL. There will be no difference in the scores on the 

Immaturity scale among the three groups. 

Hypothesis 2: None of the twelve scales, either 

individually or as a group, will discriminate among the 

three groups. 

To test the first hypothesis. Multivariate Analysis of 

Variance was conducted to determine if there are any 

significant differences among the three groups or among the 

12 scale scores for each group. If significant differences 

were found, an ANOVA was performed on each of the twelve 
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selected scales to determine if there were any significant 

differences among the three groups on each scale. If any 

significant differences were found, Tukey's (HSD) 

Studentized Range test was performed to determine where the 

differences were. To test the second hypothesis, 

discriminant analysis was conducted to determine how well 

the selected scores of the MMPI-A sort into three groups 

and to ascertain which scales best predicted group 

membership. 
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CHAPTER IV 

RESULTS 

This study was designed to examine the ability of 12 

scales of the Minnesota Multiphasic Personality Inventory-

Adolescent Version (MMPI-A) to discriminate among a 

normative sample, clinical inpatient sample, and a sample 

of adolescents identified with Serious Emotional 

Disturbance (SED). The 12 scales were selected because 

they either related to the five criteria of a SED specified 

in federal legislation or they were correlated with 

difficulty making academic progress. 

This chapter contains the statistical analysis results 

of the data collected in the study. Furthermore, this 

chapter includes the results from the multivariate analysis 

of variance (MANOVA) and analysis of variance (ANOVA), 

discriminant analysis, and statements of acceptance or 

rejection of the null hypotheses. 

Assumptions of Homogeneity of Variance 

The equality of group variance was tested using Box's 

M test. Box's M value was 223.48779, (p < .0413), 

indicating that possibly the assumption of homogeneity of 

variance had been violated. However, because the results 

were borderline significant. Box's M is a very conservative 

test, and the sample sizes were small, histograms were 
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generated (see Figures 4.1, 4.2, and 4.3). Visual 

inspection of the histograms indicated that the normative 

group varied from -2.5 to 1.0, the SED group varied from 

-1.5 to 1.5, and the clinical inpatient group varied from 

-1.5 to 2.5. The groups appeared to be fairly homogenous 

and the assumption was not violated. 
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Correlational Analysis 

Scores from the selected 12 scales of the MMPI-A were 

entered into a correlation 12 x 12 correlation matrix. 

There were substantial positive correlations among the 

variables, ranging from r = .17 (p < .07), between 

Depression and Hypomania, to r = .91 (p < .0001) between 

Hypochondriasis and Adolescent-Depression (see Table 4.1). 

The matrix was statistically significant and positive. 

These results indicated that further statistical analysis, 

such as the MANOVA and discriminant were appropriate. 

Hypothesis I^IANOVA and ANOVA 

The first hypothesis examined the relationship of the 

12 selected scales of the MMPI-A among the three groups of 

adolescents. The null hypothesis stated: There will be no 
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differences on scores of the 12 scales of the MMPI-A, 

selected because they correlate with academic difficulty 

and/or school problems among the normative sample, the SED 

sample, and rhe clinical inpatient sample. 

Table 4.1 Correlation Matrix 

HS 

DEP 

PD 

PA 

SC 

MA 

ADE 

AHE 

ALS 

ALA 

ASC 

IMM 

HS 

1.0000 
0.0 

0.7278 
0.0001 

0.4164 
0.0001 

0.5475 
0.0001 

0.7187 
0.0001 

0.3999 
0.0001 

0.6442 
0.0001 

0.9140 
0.0001 

0.6075 
0.0001 

0.3549 
0.0001 

0.5218 
0.0001 

0.5194 
0.0001 

DEP 

0.7278 
0.0001 

1.0000 
0.0 

0.5342 
0.0001 

0.5687 
0.0001 

0.6748 
0.0001 

0.1685 
0.0770 

0.7097 
0.0001 

0.7073 
0.0001 

0.7090 
0.0001 

0.4644 
0.0001 

0.4596 
0.0001 

0.5112 
0.0001 

PD 

0.4164 
0.0001 

0.5342 
0.0001 

1.0000 
0.0 

0.6862 
0.0001 

0.6655 
0.0001 

0.5630 
0.0001 

0.7220 
0.0001 

0.3639 
0.0001 

0.6379 
0.0001 

0.4032 
0.0001 

0.6403 
0.0001 

0.7210 
0.0001 

PA 

0.5475 
0.0001 

0.5687 
0.0001 

0.6862 
0.0001 

1.0000 
0.0 

0.8077 
0.0001 

0.4971 
0.0001 

0.7163 
0.0001 

0.5346 
0.0001 

0.5793 
0.0001 

0.3748 
0.0001 

0.5395 
0.0001 

0.6266 
0.0001 

SC 

0.7187 
0.0001 

0.6748 
0.0001 

0.6655 
0.0001 

0.8077 
0.0001 

1.0000 
0.0 

0.5853 
0.0001 

0.7831 
0.0001 

0.6976 
0.0001 

0.7773 
0.0001 

0.4934 
0.0001 

0.6163 
0.0001 

0.7519 
0.0001 

MA 

0.3999 
0.0001 

0.1685 
0.0770 

0.5630 
0.0001 

0.4971 
0.0001 

0.5853 
0.0001 

1.0000 
0.0 

0.4239 
0.0001 

0.3575 
0.0001 

0.4076 
0.0001 

0.2187 
0.0211 

0.5057 
0.0001 

0.5533 
0.0001 
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Table 4.1 Continued 

HS 

DEP 

PD 

PA 

SC 

MA 

ADE 

AHE 

ALS 

ALA 

ASC 

IMM 

ADE 

0.6442 
0.0001 

0.7097 
0.0001 

0.7220 
0.0001 

0.7163 
0.0001 

0.7831 
0.0001 

0.4239 
0.0001 

1.0000 
0.0 

0.5801 
0.0001 

0.8145 
0.0001 

0.4801 
0.0001 

0.5854 
0.0001 

0.7257 
0.0001 

AHE 

0.9140 
0.0001 

0.7073 
0.0001 

0.3639 
0.0001 

0.5346 
0.0001 

0.6976 
0.0001 

0.3575 
0.0001 

0.5801 
0.0001 

1.0000 
0.0 

0.5629 
0.0001 

0.3171 
0.0007 

0.4516 
0.0001 

0.4579 
0.0001 

ALS 

0.6075 
0.0001 

0.7090 
0.0001 

0.6379 
0.0001 

0.5793 
0.0001 

0.7773 
0.0001 

0.4076 
0.0001 

0.8145 
0.0001 

0.5629 
0.0001 

1.0000 
0.0 

0.5178 
0.0001 

0.5528 
0.0001 

0.7484 
0.0001 

ALA 

0.3549 
0.0001 

0.4644 
0.0001 

0.4032 
0.0001 

0.3748 
0.0001 

0.4934 
0.0001 

0.2187 
0.0211 

0.4801 
0.0001 

0.3171 
0.0007 

0.5178 
0.0001 

1.0000 
0.0 

0.5209 
0.0001 

0.6373 
0.0001 

ASC 

0.5218 
0.0001 

0.4596 
0.0001 

0.6403 
0.0001 

0.5395 
0.0001 

0.6163 
0.0001 

0.5057 
0.0001 

0.5854 
0.0001 

0.4516 
0.0001 

0.5528 
0.0001 

0.5209 
0.0001 

1.0000 
0.0 

0.7816 
0.0001 

IMM 

0.5194 
0.0001 

0.5112 
0.0001 

0.7210 
0.0001 

0.6266 
0.0001 

0.7519 
0.0001 

0.5533 
0.0001 

0.7257 
0.0001 

0.4579 
0.0001 

0.7484 
0.0001 

0.6373 
0.0001 

0.7816 
0.0001 

1.0000 
0.0 

Multivariate Analysis of Variance Results 

After the correlation analysis, a multivariate 

analysis of variance (MANOVA) was performed using scores 

from the 12 scales as the dependent variables and the three 

placements as the independent variables. Results showed a 
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Wilks' lambda value of 0.6004, an F value of 2.3487, 

p < 0.0007, df = 2. 

Analysis of Variance Results 

Analysis of variance (ANOVA) was then performed on 

each of the 12 scales across the three groups. The 

following descriptive statistics and results on each scale 

were found (see Table 4.2). 

Descriptive Statistics 

Each participant received a score for the 12 selected 

scales of the MMPI-A. The means and standard deviations of 

the scores for each group are summarized in Table 4.2. The 

means for the normative sample ranged from 47.92 on 

Paranoia to 52.39 on Adolescent-School Problems. The means 

for the SED sample ranged from 51.02 on Adolescent-Low 

Aspirations to 62.44 on Psychopathic Deviate. The means 

for the clinical inpatient sample ranged from 54.81 on 

Hypochondriasis to 65.35 on Psychopathic Deviate. 

Hypothesis lA 

Hypothesis lA explored the relationship of the 

Hypochondriasis scale among the three groups. Hypothesis lA 

stated: There will be no difference in the scores on the 

Hypochondriasis scale among the three groups. Results from 

ANOVA were an F value of 1.37, p < 0.2593. This result 
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Table 4.2 Mean Uniform T-scores and ANOVA Results 

Variables Norm SED CI F-value Contrast 

Hypochondriasis 

M 50.47 54.66 54.81 1.37 

SD 13.68 11.06 13.71 

Depression 

M 50.94 54.55 58.37 3.66"̂  Norm<CI 

SD 11.18 11.13 13.25 

Psychopathic Deviate 

M 50.50 62.44 65.35 18.26*** Norm<CI 

SD 9.71 10.13 13.61 Norm<SED 

Paranoia 

M 47.92 58.13 62.02 13.41*** Norm<CI 

SD 8.96 13.18 13.94 Norm<SED 

Schizophrenia 

M 49.07 59.33 60.67 7.59*** Norm<CI 

SD 11.15 12.24 17.98 Norm<SED 

Hypomania 

M 52.21 57.58 57.13 3.64* Norm<SED 

SD 9.06 10.31 14.23 
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Table 4.2. continued 

Variables No rm SED CI 

Adolescent-Depression 

M 

SD 

4 9 . 5 2 5 6 . 2 5 5 9 . 4 5 

1 2 . 2 9 1 1 . 7 1 1 5 . 4 0 

Adolescent-Health Concerns 

M 

SD 

51.55 53.91 55.16 

13.39 11.07 13.10 

Adolescent-Low Self-Esteem 

F-value 

0.80 

Contrast 

5.50*** Norm<CI 

M 

SD 

4 9 . 2 6 5 5 . 5 8 5 8 . 6 4 

1 0 . 7 8 1 2 . 1 6 1 6 . 0 1 

Adolescent-Low Aspirations 

M 49.07 51.02 52.18 

4.96** 

0.71 

Norm<CI 

SD 12.54 8.97 12.41 

Adolescent-School Problems 

M 5 2 . 3 9 5 7 . 2 2 5 9 . 4 5 2 . 8 0 

SD 1 2 . 6 3 1 2 . 5 8 1 4 . 3 9 

Immaturity 

M 48.76 56.38 55.75 4.82** Norm<CI 

SD 10.68 11.32 13.24 Norm<SED 

*p < 
**p < 

•P < 

.05 

.01 

.001 

indicated that the scores from the Hypochondriasis scale 

did not differ significantly among the three groups. 
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Hypothesis IB 

Hypothesis IB explored the relationship of the 

Depression scale among the three groups. Hypothesis IB 

stated: There will be no difference in the scores on the 

Depression scale among the three groups. 

Results from ANOVA were an F value of 3.66, 

p < 0.0001. This result indicated that scores from the 

Depression scale were different among the three groups. 

Results from Tukey's Studentized (HSD) Range Test indicated 

a significant difference between the normative sample (mean 

of 50.94) and clinical inpatient sample (mean of 58.37). 

Hypothesis IC 

Hypothesis IC explored the relationship of the 

Psychopathic Deviate scale among the three groups: 

Hypothesis IC stated: There will be no difference in the 

scores on the Psychopathic Deviate scale among the three 

groups. 

Results from the ANOVA showed an F value of 18.2 6, 

p < 0.0001. The critical value of Tukey's Studentized 

Range (HSD) Test indicated significant differences between 

the normative and clinical inpatient samples (means of 

50.50 and 65.35, respectively) and between the normative 

and SED samples (SED mean of 62.44) . 
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Hypothesis ID 

Hypothesis ID explored the relationship of the 

Paranoia scale among the three groups. Hypothesis ID 

stated: There will be no differences in the scores on the 

Paranoia scale among the three groups. 

ANOVA results showed an F value 13.41, p < 0.0001. 

Tukey's Studentized (HSD) Range Test indicated significant 

differences between the normative and clinical inpatient 

samples (means of 47.92 and 62.02, respectively) and 

between the normative and SED samples (SED mean of 58.13). 

Hypothesis IE 

Hypothesis IE explored the relationship between the 

Schizophrenia scale and the three groups. Hypothesis IE 

stated: There will be no difference in the scores on the 

Schizophrenia scale among the three groups. 

ANOVA results showed an F value of 7.59, p < 0.0008. 

Tukey's Studentized (HSD) Range Test indicated significant 

differences between the normative and clinical inpatient 

samples (means of 49.07 and 60.67, respectively) and 

between the normative and SED samples (SED mean of 59.33) . 

Hypothesis IF 

Hypothesis IF explored the relationship of the 

Hypomania scale among the three groups. Hypothesis IF 
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stated: There will be no difference in the scores on the 

Hypomania scale among the three groups. 

ANOVA results showed an F value of 3.64, p < 0.0295. 

Tukey's Studentized (HSD) Range Test indicated significant 

differences between the normative and SED samples (means of 

51.21 and 58.58, respectively). 

Hypothesis IG 

Hypothesis IG explored the relationship between the 

Adolescent-Depression scale and the three groups. 

Hypothesis IG stated: There will be no difference in the 

scores of the Adolescent-Depression scale among the three 

groups. 

ANOVA results showed an F value of 5.50, p < 0.0053. 

Tukey's Studentized (HSD) Range Test indicated significant 

differences between the normative and clinical inpatient 

samples (means of 49.52 and 59.45, respectively). 

Hypothesis IH 

Hypothesis IH explored the relationship between the 

Adolescent-Health Concerns scale and the three groups. 

Hypothesis IH stated: There will be no difference in the 

scores on the Adolescent-Health Concerns scale among the 

three groups. 

ANOVA results showed an F value of 0.80, p < 0.4534. 

This result indicated that scores from the Adolescent-
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Health Concerns scale did not differ significantly among 

the three groups. 

Hypothesis II 

Hypothesis II explored the relationship between the 

Adolescent-Low Self-Esteem scale and the three groups. 

Hypothesis II stated: There will be no difference in the 

scores on the Adolescent-Low Self-Esteem scales among the 

three groups. 

ANOVA results showed an F value of 4.96, p < 0.0087. 

Tukey's Studentized Range Test indicated significant 

differences between the normative and clinical inpatient 

samples (means of 49.26 and 58.64, respectively). 

Hypothesis IJ 

Hypothesis explored the relationship between the 

Adolescent-Low Aspirations scale and the three groups. 

Hypothesis IJ stated: There will be no difference in the 

scores on the Adolescent Low-Aspirations scale among the 

three groups. 

ANOVA results showed an F value of 0.71, p < 0.4959. 

This result indicated that scores on the Adolescent-Low 

Aspirations scale did not differ significantly among the 

three groups. 
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Hypothesis IK 

Hypothesis IK explored the relationship between the 

Adolescent-School Problems scale and the three groups. 

Hypothesis IK stated: There will be no difference in the 

scores on the Adolescent-School Problems scale among the 

three groups. 

ANOVA results showed an F value of 2.80, p < 0.0655. 

This result indicated that the scores on the Adolescent-

School Problems scale did not differ significantly among 

the three groups. 

Hypothesis IL 

Hypothesis IL explored the relationship between the 

Immaturity scale and the three groups. Hypothesis IL 

stated: There will be no difference in the scores on the 

Immaturity among the three groups. 

ANOVA results showed an F value of 4.82, p < 0.0099. 

Tukey's Studentized (HSD) Range Test indicated that there 

were significant differences between the normative and 

clinical inpatient samples (means of 48.76 and 55.75, 

respectively) and between the normative and SED samples 

(SED mean of 56.38). 

Hypothesis 1 Summary of Results 

These results support acceptance of four of the null 

hypotheses of Hypothesis 1 (lA, IH, IJ, and IK) and 
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rejection of eight null hypotheses of Hypothesis 1 (IB, IC, 

ID, IE, IF, IG, II, and IL). Scores from the 

Hypochondriasis, Adolescent-Health Concerns, Adolescent-Low 

Aspirations, and Adolescent-School Problems did not show 

any differences among the three groups. Scores from 

Depression, Adolescent-Depression, and Adolescent-Low Self-

Esteem revealed differences between only the normative and 

clinical inpatient groups. Scores from Hypomania indicated 

differences between the normative and SED groups. Scores 

from Psychopathic Deviate, Paranoia, Schizophrenia, and 

Immaturity exhibited differences not only between the 

normative and SED groups but also between the normative and 

clinical inpatient groups. None of the scores from any of 

the scales showed differences between the SED and clinical 

inpatient groups. 

Hypothesis 2—Discriminant Analysis 

Hypothesis 2 examined whether the scales, individually 

or collectively sorted the participants into their 

respective groups. Hypothesis 2 stated: None of the 12 

scales, either individually or a group of scales will 

discriminate among the three groups. 

An examination of the correlation matrix revealed a 

high degree of overlap among the predictor variables. A 

series of 12 multiple linear regression analyses was run to 

test the level of multicollinearity. Each predictor was 
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used as a dependent variable with all other predictors 

serving as independent variables for one analysis. The 

results are presented in Table 4.3. Based on 

recommendations by Tabachnick and Fidell (1996), variables 

with close to 90% of their variance accounted for by other 

predictors were considered redundant and excluded from 

further analyses. Using an arbitrary cutoff of r^= .85, 

Hypochondriasis, Adolescent-Depression, and Schizophrenia 

were excluded. 

Table 4.3 Multiple Regression Results 

2 
Dependent Variable r 

Hypochondriasis .870 

Depression .764 

Psychopathic Deviate .723 

Paranoia .733 

Schizophrenia .860 

Hypomania .570 

Adolescent-Depression .852 

Adolescent-Health Concerns .794 

Adolescent-Low Self-Esteem .790 

Adolescent-Low Aspirations .473 

Adolescent-School Problems .664 

Immaturity .827 
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A discriminant function analysis was performed using 

the nine remaining scales of the MMPI-A as independent 

variables and group membership as the dependent variables. 

The direct method of variable selection was used. There 

were no missing variables for any of the participants. 

Each of the scores for the nine scales were entered into 

the analysis. 

Hypothesis 2 Results 

Results of the discriminant analysis found two 

equations for discriminant function that could predict 

group membership from the T-scores of the nine MMPI-A 

scales used in this study. Table 4.4 displays the 

standardized function values used for interpretation. 

Table 4.5 shows the unstandardized function values used for 

calculation. The combination of both functions earned a 

Wilks' lambda score of .6301 and an associated chi-square 

of 48.022, p < .0001. The Wilks' lambda score indicated 

that approximately 63% of the variance occurred within 

groups rather than across all three groups. Group 

membership accounted for 37% of the variance in scores. 

Function two by itself received a Wilks' lambda of .9419, a 

chi-square of 6.22, p < .622, indicating approximately 94% 

of the total variance among the scores occurred within the 

groups, but with a high significance level. Function one 
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accounted for 88.92% of the variance and contributed more 

to the analysis than function two, which accounted for only 

11.08% of the variance. 

Table 4.4 Standardized Canonical Discriminant Function 
Coefficients 

Scale Function 1 Function 2 

Depression -.16459 .00730 

Psychopathic Deviate 1.10470 -.07132 

Paranoia .69620 .24939 

Hypomania -.19140 -.22135 

Adolescent-Health Concerns -.56101 .21039 

Adolescent-Low Aspirations -.07454 .36550 

Adolescent-Low Self-Esteem .39178 .68681 

Adolescent-School Problems -.17440 .95670 

Immaturity -.31062 -1.97532 
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Table 4.5 Unstandardized Canonical Discriminant Function 
Coefficients 

Scale Function 1 Function 2 

Depression -.01380 .00098 

Psychopathic Deviate .09795 .00506 

Paranoia .05434 .02693 

Hypomania -.01441 -.02121 

Adolescent-Health Concerns -.04392 .01087 

Adolescent-Low Self-Esteem .02350 .05525 

Adolescent-Low Aspirations -.01015 .03092 

Adolescent-School Problems -.02146 .07026 

Immaturity -.00674 -.16938 

By putting each participant's scores into each 

equation for each discriminant function, a discriminant 

score (D-score) for each participant were derived. The 

mean D-score, or centroid, for each group was also 

calculated (see Table 4.6). The centroids for each group 

for function one were -.93829 for the normative group, 

.32358 for the SED group, and .64881 for the clinical 

inpatient group. These results indicate that lower D-

scores were more likely to appear in the normative group 

and higher D-scores were more likely to appear in the 

clinical inpatient group. Scores for the SED group were 

closer to the clinical inpatient group than the normative 

group. Mean centroids from function two were -.03040 for 
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the normative group, -.30330 for the SED group and .32 632 

for the clinical inpatient group. These results also 

indicated that higher D-scores were more likely to appear 

in the clinical inpatient group, but scores for the SED 

group were more likely to be lower than the scores for the 

normative group. 

Table 4.6 Centroids for Discriminant Functions 

Group Function 1 Function 2 

Normative -.93829 -.03040 

SED .32358 -.30330 

Clinical Inpatient .64881 .32632 

The combination of the two D-scores for each 

participant was used in the classification and prediction 

of group membership. If the two D-scores for a participant 

were negative, he/she was assigned to the normative group. 

If the one D-score was negative and the other positive, 

he/she was assigned to the SED group. If the two D-scores 

were positive, he/she was assigned to the clinical 

inpatient group. 

Two separate ANOVAs were conducted with each function 

score as the dependent variable and the group as the 

independent variable. The mean discriminant scores 

(centroids) served as the function score (see Table 4.7). 
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Table 4.7 ANOVA Results of Centroids by Groups 

Function F-ratio P < Contrast 

Function 1 

Function 2 

26-71 

3.33 

0001 

034 

Norm<SED 
Norm<CI 

SED<CI 

The F-score for function one was 26.71, p < .0001. Post 

hoc analysis with the Scheffe test (p < .05) found 

significant differences between the normative group and the 

SED group and between the normative group and the clinical 

inpatient group. The ANOVA for function two resulted in a 

F-score of 3.329, p < .0395. Post hoc analysis with the 

Scheffe test (p < .05) found significant differences 

between the SED group and the clinical inpatient group (see 

Table 4.7). These tests showed that the combination of 

both functions increased the accuracy of function one in 

distinguishing between the SED group and the clinical 

inpatient group-

The quality of the discriminant functions was also 

evaluated with correlations between the function score and 

each of the predictors (see Table 4.8). Results indicated 

that function one was the best predictor of group 

membership. The highest correlation of function one. 

Psychopathic Deviate (.8258) accounted for almost 66% of 

the variance. The highest correlation from function two 

(Immaturity, -.364) accounted for only 7% of the variance. 
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Table 4.8 Correlations Between Discriminating 
Variables and Canonical Discriminant Functions 

Variable Function 1 Function 2 

Depression 

Psychopathic Deviate 

Paranoia 

Hypomania 

Adolescent-Health Concerns 

Adolescent-Low Self-Esteem 

Adolescent-Low Aspirations 

Immaturity 

.35355 

.82580 

.70816 

.35310 

.45234 

.42934 

.16100 

.40481 

.30843 

-.11823 

.06535 

-.30479 

.10759 

.10680 

.06392 

-.36397 

Using both functions simultaneously, 55.86% of the 

participants were sorted into their appropriate group (see 

Table 4.9). This percentage is greater than what would be 

expected by chance. Appendix contains the discriminant 

scores, assigned group membership, and actual group 

membership of each subject. 
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Table 4.9 Discriminant Analysis Classification Results 

From Group Norm SED CI Total 

Normative 30 7 1 38 

78.9%% 18.4% 2.6% 

SED 12 12 12 36 

33.3% 33.3% 33.3% 

CI 7 10 20 38 

1 8 . 9 % 2 7 . 0 % 5 4 . 1 % 

Percent of ""grouped" cases correctly classified: 55.86%. 

According to the first equation for discriminant 

function (see Table 4.4), the scores for Psychopathic 

Deviate, Paranoia, Adolescent-Health Concerns, Adolescent-

Low Self-Esteem, and Immaturity exerted the most influence 

in predicting group membership. The scores for Adolescent-

Health Concerns, Adolescent-Depression, and Immaturity, 

negatively influenced the discriminant scores. High scores 

on these scales were more likely to come from participants 

in the normative sample. The scores for Psychopathic 

Deviate, Paranoia, and Adolescent-Low Self-Esteem 

positively influenced the discriminant scores. High scores 

on these scales were more likely to come from participants 

in the SED or clinical inpatient sample. Scores from 
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Adolescent-Low Aspirations, Hypomania, Adolescent-School 

Problems, Depression, and Schizophrenia affected the 

prediction the least. 

According to the second equation for discriminant 

function (see Table 4.4), the scores for Immaturity, 

Adolescent-Low Self-Esteem, and Adolescent-School Problems 

were the most influential. Scores for Immaturity 

negatively affected the D-scores. High scores on these 

scales were more likely to come from members of the SED 

group which had the lowest centroid of -.4267. Scores from 

the Adolescent-School Problems and Adolescent-Low Self-

Esteem had a positive influence, and tended to result in 

higher D-scores, and were more likely to come from the 

clinical inpatient group. 

The combination of the two functions derived from this 

analysis accurately assigned 62 of the 111 participants 

(55.86%) to their appropriate group (see Table 4.9). There 

were 24 misclassifications from the SED group, 17 

misclassifications from the clinical inpatient group, and 8 

misclassifications from the normative group. The 

percentage of 55.86 was significantly higher than the 33% 

that would be expected by chance. Therefore, the null 

hypothesis of Hypothesis 2 was rejected. 

Summary 

The statistical analysis of the data gathered in this 

study supported acceptance of four of the null hypotheses 
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of Hypothesis 1 (lA, IH, IJ, and IK), rejection of eight 

null hypotheses of Hypothesis 1 (IB, IC, ID, IE, IF, IG, 

II, and IL), and indicated several major findings. The 

statistical analysis also supports rejection of 

Hypothesis 2. 

Results from the MANOVA and ANOVA indicated that 

scores from four of the scales (Hypochondriasis, 

Adolescent-health concerns. Adolescent-low aspirations, and 

Adolescent-school problems) did not significantly differ 

among the three groups. Scores from three of the scales 

(Depression, Adolescent-depression, and Adolescent-low 

self-esteem) differed significantly only between the 

normative and clinical inpatient samples. Scores from the 

Hypomania scale differed significantly between the 

normative and SED samples. Scores from four scales 

(Psychopathic Deviate, Paranoia, Schizophrenia, and 

Immaturity) had significant differences between the 

clinical inpatient and normative samples, as well as 

between the SED and normative samples. None of the scales 

differed significantly between the SED and clinical 

inpatient samples. 

Results of the discriminant analysis derived a 

combination of two discriminant function equations that 

accurately sorted 55.86% of the participants into their 

appropriate groups. According to the first function, 
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scores for Psychopathic Deviate, Paranoia, Adolescent-

Health Concerns, and Immaturity appeared to influence the 

discriminant function equation the most. According to the 

second function, scores for Immaturity, Adolescent-School 

Problems, and Adolescent-Low Self-Esteem, appeared to 

influence the discriminant function equation the most. 
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CHAPTER V 

DISCUSSION 

Summary of the Investigation 

The purpose of this study was to determine if the 

Minnesota Multiphasic Personality Inventory—Adolescent 

Version (MMPI-A) could be used to help identify adolescents 

who qualify for special education services as students with 

Serious Emotional Disturbance (SED). Twelve scales were 

selected because they related to the five criteria of a SED 

specified in federal legislation or were associated with an 

adolescent's ability to make academic progress. These 

scales were Hypochondriasis, Depression, Psychopathic 

Deviate, Paranoia, Schizophrenia, Hypomania, Adolescent-

Depression, Adolescent-Health Concerns, Adolescent-Low 

Self-Esteem, Adolescent-Low Aspirations, Adolescent-School 

Problems, and Immaturity. 

The study was conducted for two reasons. First, the 

review of literature found that no research had been done 

using the MMPI-A with students identified as SED. Second, 

the assessment methods currently used in evaluating 

students suspected of SED utilize behavior rating scales, 

interviews with teachers and parents, and observations—all 

methods that lack objectivity and are subject to bias. 

The participants in this study consisted of 111 

adolescents in the west Texas area. All participants 
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completed the MMPI-A either specifically for this study or 

as part of a comprehensive assessment conducted by a 

psychologist. 

The statistical procedures used in this study were a 

multivariate analysis of variance and discriminant function 

analysis. For the multivariate analysis of variance, the 

independent variables were a normative sample of 

adolescents who attended general education classes, a SED 

sample of adolescents who were placed in public school 

programs for students with SED, and a clinical inpatient 

sample who were in residential treatment centers or 

psychiatric hospitals. The dependent variables were the 12 

selected scales of the MMPI-A. 

To test the first hypothesis, multivariate analysis of 

variance was conducted using scores from the 12 scales as 

the dependent variables and the three groups as the 

independent variables. When significant differences were 

indicated, analysis of variance(ANOVA) and Tukey's (HSD) 

Studentized Range Test were conducted to determine where 

the differences between the groups were. Significant 

differences were found for 8 of the scales: Depression, 

Psychopathic Deviate, Paranoia, Schizophrenia, Hypomania, 

Adolescent-depression, Adolescent-low self-esteem, and 

Immaturity. For the Psychopathic Deviate, Paranoia, 

Schizophrenia, and Immaturity scales, significant 

differences were found between the normative and SED 
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samples as well as between the normative and clinical 

inpatient samples. For Depression, Adolescent-Depression, 

and Adolescent-Low Self-Esteem, the differences were only 

between the normative and clinical inpatient samples. For 

the Hypomania scale, significant differences were found 

between the normative and SED sample. No significant 

differences were found for the Hypochondriasis, Adolescent-

low aspirations. Adolescent-health concerns, and 

Adolescent-school problems. No significant differences 

were found between the SED and clinical inpatient samples. 

To test the second hypothesis, discriminant analysis 

was conducted to see how the groups were sorted depending 

on the response patterns to the MMPI-A scales. A 

combination of two equations for discriminant function were 

derived that accurately sorted 55.86% of the participants 

into their appropriate groups, a significant improvement 

over chance. 

These results indicate that seven of the 12 selected 

scales did not differentiate the SED sample from the 

normative or clinical samples; however, the discriminant 

analysis was able to accurately sort the adolescents into 

their appropriate groups for a significant percentage of 

the participants. In spite of these results, five scales 

of the MMPI-A were able to discriminate the SED sample from 

the normative sample. Scores from Psychopathic Deviate, 

Paranoia, and Immaturity were significant in both 
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statistical analyses in differentiating among the groups. 

This suggests that the MMPI-A could be used along with 

other instruments in a comprehensive assessment battery to 

assist in identifying students who qualify for special 

education services as students with SED. 

Discussion of the Findings 

This section will provide a discussion of the 

significant findings and conclusions of the research study. 

In addition, the section will include discussions of the 

limitations of the study. 

Hypothesis 1 

The first hypothesis stated that there would be no 

differences on scores of the 12 scales of the MMPI-A, 

selected because they correlate with academic difficulty 

and/or school problems among the normative sample, the SED 

sample, and the clinical inpatient sample. As reported in 

the previous chapter, some scales did demonstrate 

differences among the three groups; others did not. The 

discussion of Hypotheses lA to IL is arranged according to 

how well the scales discriminated among the three groups, 

beginning with the scales that showed no significant 

differences among the groups. 
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Hypotheses lA, IH, IJ, and IK 

Scores from four of the scales used in this study did 

not discriminate any of the three groups from each other. 

These four scales were Hypochondriasis, Adolescent-Health 

Concerns, Adolescent-Low Aspirations, and Adolescent-School 

Problems. 

Hypochondriasis and Adolescent-Health Concerns were 

both included in the study because they appeared to be 

useful in identifying students who meet one of the criteria 

for SED: a ""tendency to develop physical symptoms or fears 

associated with personal or school problems" (Executive 

Committee of the Council for Children with Behavior 

Disorders, 1987; Texas Education Agency and Texas 

Department for Mental Health and Mental Retardation Task 

Force for Emotional Disturbance, 1990). Adolescents with 

clinical elevations on Hypochondriasis and Adolescent-

Health Concerns are also described as likely to report 

school problems with academic adjustment and poor academic 

performance (Archer, 1992). Williams et al. (1992) found 

these two scales are strongly correlated in both the 

normative and clinical standardization samples, with 

correlations ranging from r = .90 to r = .93. It would be 

expected that the two scales would perform similarly. 

Score for Adolescent-Low Aspirations and Adolescent-

School Problems also did not discriminate among any of the 

132 



three groups. Both scales were included in the study 

because elevated scores on both scales are associated with 

a persistent pattern of underachievement and the 

possibility of learning problems (Archer, 1992). The two 

scales also appear to relate to one of the SED criteria: 

""an inability to learn which cannot be explained by 

intellectual, sensory, or health factors" (Executive 

Committee of the Council for Children with Behavior 

Disorders, 1987; Texas Education Agency and Texas 

Department of Mental Health and Mental Retardation Task 

Force for Emotional Disturbance, 1990). 

The failure of Adolescent-Health Concerns to 

differentiate among the groups could be attributed to 

differences in the clinical inpatient sample used in this 

study and the clinical sample used in the standardization 

of the MMPI-A. Close examination of Table 4.2, with the 

group means of Hypochondriasis, Adolescent-Health Concerns, 

Adolescent-Low Aspirations, and Adolescent-School Problems, 

show a consistent pattern with the lowest group means for 

the normative sample and the highest group means for the 

clinical inpatient sample. These group means suggest a 

mild increase in severity across the groups. Table 5.1 

presents information from Williams et ai. (1992) from the 

standardization of the MMPI-A, showing the group means and 

standard deviations for the five Content scales used in 
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this study separated by group and gender. The 

corresponding group means from the SED sample and clinical 

inpatient sample of this study are included in Table 5.2. 

Table 5.1 Group Means by Gender from the Normative and 
Clinical Samples of the Standardization 

Males Females 

Scale Mean SD Mean SD 

Normative sample 

Adolescent-Depression 

Adolescent-Health Concerns 

Adolescent-Low Self-Esteem 

Adolescent-Low Aspirations 

Adolescent-School Problems 

50.0 

50.0 

50.0 

50.0 

50.1 

9.9 

9.8 

9.9 

9.9 

9.9 

50.1 9.9 

50.1 9.9 

50.0 9.9 

49.9 10.0 

50.1 9.9 

Clinical sample 

Adolescent-Depression 

Adolescent-Health Concerns 

Adolescent-Low Self-Esteem 

Adolescent-Low Aspirations 

Adolescent-School Problems 

52.9 11.2 

47.5 8.6 

50.3 10.1 

52.8 12.0 

59.0 12.4 

54.9 12.4 

49.0 10.7 

52.3 11.4 

53.9 11.9 

58.0 12.8 

Source: Williams et al., 1992. 

134 



Table 5.2 Group means by gender from the SED and clinical 
inpatient samples of this study 

Males Females 

Scale Mean SD Mean SD 

SED sample 

Adolescent-Depression 52.1 9.5 56.8 12.9 

Adolescent-Health Concerns 56.3 12.3 56.1 11.1 

Adolescent-Low Self-Esteem 55.5 13.3 55.7 10.7 

Adolescent-Low Aspirations 49.6 8.4 53.2 9.7 

Adolescent-School Problems 54.1 11.8 62.1 12.5 

Clinical inpatient sample 

Adolescent-Depression 52.3 13.3 58.9 12.2 

Adolescent-Health Concerns 56.0 15.7 64.0 14.2 

Adolescent-Low Self-Esteem 55.7 16.6 62.5 14.8 

Adolescent-Low Aspirations 51.8 13.9 52.8 10.5 

Adolescent-School Problems 54.1 11.9 62.1 12.5 

The group means for Adolescent-Low Aspirations were fairly 

consistent across the SED and clinical inpatient groups 

from this study and the clinical sample from the 

standardization, the group mean for Adolescent-Health 

Concerns for the females from the clinical inpatient sample 

of this study (64.0) was more than one standard deviation 
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above the group mean for females from the clinical sample 

of the standardization (mean of 49.0, standard deviation of 

10.7). The group mean for Adolescent-Health Concerns for 

males from the clinical inpatient sample of this study 

(56.0) was almost more than one standard deviation above 

the group mean for males in the clinical sample of the 

standardization (mean of 47.5, standard deviation of 8.6). 

This information suggests there may be some differences 

between the clinical inpatient sample for this study and 

the clinical sample used in the standardization of the 

MMPI-A. Since ail participants in the clinical sample of 

the standardization were from the Minneapolis, Minnesota, 

area (Butcher et al., 1992), the failure of scores on 

Adolescent-Health Concerns to distinguish between the three 

groups could be attributed to regional differences about 

health concerns between adolescents from West Texas and 

adolescents from Minneapolis. 

According to Butcher et al. (1992), the clinical 

sample consisted of 713 adolescents recruited from 

treatment facilities in the Minneapolis area. Over half of 

the participants (462 out of 713) were from alcohol- and 

drug-treatment units. The other 251 participants were from 

inpatient mental health facilities, day-treatment programs, 

and a special school program. The clinical inpatient 

sample for this study consisted of MMPI-A profiles from 17 
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adolescents in a psychiatric hospital and 20 adolescents in 

residential treatment centers. Ail of the clinical 

inpatient participants in this study were from west Texas 

and none of them were recruited from alcohol- and drug-

treatment facilities, even though substance abuse might 

have been a factor in their residential treatment/inpatient 

status. The failure of scores from Hypochondriasis, 

Adolescent-Low Aspirations, and Adolescent-School Problems 

to distinguish between any of the groups, even between the 

normative and clinical inpatient groups could be attributed 

to the regional and sampling differences between this study 

and the standardization of the MMPI-A. 

The failure of Adolescent-School Problems to 

distinguish the groups is especially problematic. 

According to Archer (1992) and Williams et al. (1992), 

students with elevations on Adolescent-School Problems ""may 

exhibit behavioral problems that have significantly 

interfered with academic achievement and the acquisition of 

academic skills" (Archer, 1992, p. 258). This would appear 

to be consistent with the definition of SED. Yet scores 

from this scale did not differ significantly across the 

three groups in this study. Table 5.2 includes the group 

mean for Adolescent-School Problems from the SED sample of 

females. This mean of 62.14 is more than one standard 

deviation higher than the group mean from the normative 
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sample of females of the standardization (mean of 50.1, 

standard deviation of 9.9), but is consistent with the 

group m.ean for the clinical sample of females (mean of 

58.0, standard deviation of 12.8). This indicates that the 

females in the SED sample of this study more closely 

resembled the clinical sample of the standardization and 

suggests that the SED sample was more similar to the 

clinical sample than the normative sample. 

One possible explanation for the failure of scores for 

Adolescent-School Problems to differentiate among groups 

was the fact that it was standardized with adolescents in 

inpatient settings rather than with adolescents who were 

experiencing problems while in school. A notable feature 

of the original MMPI was the ""criterion keying" method used 

by Hathaway and McKinley, where a criterion group that 

displayed the diagnosis or characteristic being measured 

was compared to one or more groups that did not exhibit the 

diagnosis. 

In this paradigm, Adolescent-School Problems should 

have been tested using adolescents who ""exhibit behavioral 

problems that have significantly interfered with academic 

achievement and their acquisition of academic skills" 

(Archer, 1992, p. 258) as the criterion group. Instead, 

the criterion group was 713 adolescents in several 

treatment facilities, most of whom were in substance-abuse 
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programs. The failure of scores of Adolescent-Schccl 

Problems to differentiate students with SED from the 

normative and clinical inpatient samples in this study was 

because it was not designed to make this kind of 

distinction. 

According to the Texas Education Code, students who 

bring illegal drugs or alcoholic beverages onto school 

property or to school activities are turned over to the 

police or other appropriate legal authority. Therefore, 

students with substance abuse problems are more likely to 

classified as ""socially maladjusted," and not be diagnosed 

with SED. This indicates a possible regional or sampling 

difference between the clinical sample of the 

standardization and the SED group of this study. 

The clinical sample for the standardization of the 

MMPI-A did include 37 participants from a day-treatment 

program and 51 participants from a special school program 

(Butcher et al., 1992). No details are given about these 

two settings, but these 88 participants would probably be 

most comparable to the SED sample in this study. The 

""special school program" could be a residential school 

environment, which would make it more similar to a 

residential treatment center, or a segregated school campus 

that only served students receiving special education 

services. Both settings would be different from the SED 
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sample in this study, which consisted of students receiving 

special education services in public school campuses that 

also served non-handicapped students. It is plausible that 

the scores from Adolescent-School Problems scale from the 

SED sample from this study could have closely resembled the 

scores of these particular 88 participants of the clinical 

sample from the standardization. But the differences were 

obscured by the other participants in the clinical sample, 

most of whom were in substance-abuse treatment. 

Hypotheses IB, IG, and II 

Depression, Adolescent-Depression, and Adolescent-Low 

Self-Esteem distinguished only between the normative and 

clinical inpatient samples in this study. Neither 

Depression nor Adolescent-Depression were associated with 

school problems or academic difficulty (Archer, 1992). But 

Depression, Adolescent-Depression and Adolescent-Low Self-

Esteem appear to relate to one of the criteria for SED: a 

general pervasive mood of unhappiness or depression 

(Executive Committee of the Council for Children with 

Behavior Disorders, 1987; Texas Education Agency and Texas 

Department of Mental Health and Mental Retardation Task 

Force for Emotional Disturbance, 1990). Since adolescents 

with elevated scores on Depression and Adolescent-

Depression were not described by Archer as having 

difficulty academically, and children identified with SED 
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must be experiencing academic difficulty to receive special 

education services, it would appear that the Depression and 

Adolescent-Depression scales performed as they would be 

expected. They discriminated the normative from the 

clinical inpatient samples, but not the SED sample. 

Scores from these three scales also demonstrated a 

consistent pattern of group means with the lowest means 

from the normative group and the highest means from the 

clinical inpatient group (see Table 4.2) showing a 

consistent pattern of mildly increased severity across 

groups. When separated by gender, group means for 

Adolescent-Depression from the clinical inpatient and SED 

groups are consistent with group means from the clinical 

sample of the standardization group. Tables 5.1 and 5.2 

also indicate that the group mean for Adolescent-Low Self-

Esteem for the clinical inpatient sample of females in this 

study (62.5) is almost more than one standard deviation 

above the group mean for the clinical sample of the 

standardization (mean of 52.3, standard deviation of 11.4), 

indicating a possible regional or sampling difference. 

Again, the failure of scores from these three scales to 

distinguish the SED sample from either the normative group 

or the clinical inpatient group could be attributed to the 

aforementioned regional and sampling differences between 

this study and the standardization group of the MMPI-A. 
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Hypothesis IF 

In this study, scores on Hypomania distinguished 

between the normative and SED samples, but not between the 

normative and clinical inpatient samples. Hypomania was 

included in this study because it is associated with school 

conduct problems (Archer, 1992) and because it relates to 

one of the SED criteria: ""inappropriate types of behavior 

or feelings under normal circumstances" (Executive 

Committee of the Council for Children with Behavior 

Disorders, 1987; Texas Education Agency and Texas 

Department of Mental Health and Mental Retardation Task 

Force for Emotional Disturbance, 1990). The types of 

behaviors associated with clinical elevations of Hypomania, 

such as impulsivity, excessive activity, and a preference 

for action rather than reflection, are behaviors that will 

get a teacher's attention in a classroom and result in 

disciplinary consequences. They are also the types of 

behaviors that would interfere with a student completing 

and handing in his/her schoolwork. If students who 

misbehave in this manner are away from the classroom for 

disciplinary reasons for a notable amount of time, they 

will miss out on enough instruction and assignments that 

they will suffer academically, and possibly be identified 

with SED. Therefore, it is understandable why the SED 

sample would be significantly different from the normative 
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sample on Hypomania. 

The mean for Hypomania scores was 51.55 for the 

normative sample, 57.58 for the SED sample, and 57.13 for 

the clinical inpatient sample (see Table 4.2). The 

difference between means for the SED and clinical inpatient 

samples was only .45, which indicates that the clinical 

inpatient sample was very close to being significantly 

different from the normative sample. 

Hypotheses IC, ID,IE, and IL 

Four scales of the MMPI-A discriminated between the 

normative and SED samples and between the normative and 

clinical inpatient samples: Psychopathic Deviate, 

Paranoia, Schizophrenia, and Immaturity. Ail four scales 

were included in the study because they are associated with 

poor school adjustment or a history of academic 

difficulties (Archer, 1992). Psychopathic Deviate and 

Immaturity were included because they also relate to the 

SED criterion of ""an inability to build or maintain 

satisfactory interpersonal relationships with peers and 

teacher"; Paranoia and Schizophrenia were included because 

they also relate to the SED criterion of ""inappropriate 

types of behavior or feelings under normal circumstances" 

(Executive Committee of the Council for Children with 

Behavior Disorders, 1987; Texas Education Agency and Texas 

Department of Mental Health and Mental Retardation Task 

143 



Force for Emotional Disturbance, 1990). The behaviors 

associated with these four scales, such as rebelliousness 

and hostility toward authority figures (associated with 

Psychopathic Deviate), being loud and boisterous 

(associated with Immaturity), resentful and argumentative 

behavior (associated with Paranoia), and being 

unconventional and socially deviant (associated with 

Schizophrenia), are behaviors that will be noticed quickly 

by teachers in a classroom setting. These behaviors 

typically result in either a referral for special education 

services or disciplinary consequences. 

None of the scales distinguished between the SED 

sample and the clinical inpatient sample. The failure of 

these scales to discriminate between the SED and clinical 

inpatient samples may indicate that the two samples are 

more similar than they are different. These results 

suggest that the SED sample could be a subset of those 

adolescents found in a clinical inpatient sample. 

Hypothesis 2 

Hypothesis 2 stated that none of the 12 scales, either 

individually or a groups of scales, would discriminate 

among the three groups. Discriminant analysis derived a 

combination of equations for discriminant function that 

accurately predicted group membership for 55.8 6% of the 

participants. 
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According to function one, high scores on Psychopathic 

Deviate, Paranoia, and Adolescent-Low Self-Esteem appeared 

to assign a participant to the clinical inpatient group 

while high scores on Adolescent-Health Concerns and 

Immaturity were more likely to be assigned to the normative 

group. According to function two, high scores on 

Immaturity tended to assign a participant to the SED group, 

while high scores on Adolescent-School Problems and 

Adolescent-Low Self-Esteem tended to result in being sorted 

to the clinical inpatient group. 

The equations for discriminant function were able to 

sort the groups accurately in spite of the small sample 

sizes, and the variety of profile arrangements within the 

samples. Not every SED participant had elevations on each 

of the scales used; nor did every normative and clinical 

inpatient profile have similar high and/or low scores. 

Many profiles from students with SED had only one or two 

clinical elevations, as did some of the profiles from 

normative participants and clinical inpatients. 

Table 4.4 shows that the scores for Adolescent-School 

Problems were fairly influential in function two in a 

positive direction. Its influence was second only to 

scores from Immaturity and tended to assign group 

membership to the clinical inpatient group. However, 

because function two contributed less to assigning group 

145 



membership and Adolescent-School Problems had minimal 

influence in function one, scores on Adolescent-School 

Problems probably did not contribute much to assigning 

group membership. 

Even with the combination of functions 1 and 2, most 

of the errors of misclassification were from the SED group 

(see Table 4.9). Only 12 of the 36 participants from the 

SED group were assigned to that group. The other 24 

participants in the SED group were evenly sorted to the 

other two groups. The 24 misclassifications for the SED 

group compares is comparable to the combined total of 25 

misclassifications from the other two groups. 

Some of the results from the discriminant analysis 

supported the results from the MANOVA. The first equation 

for discriminant function indicated that scores from the 

Psychopathic Deviate, Paranoia, and Immaturity scales were 

the most influential in properly determining group 

membership. These scales also discriminated between the 

normative and clinical inpatient samples and the normative 

and SED samples according to the MANOVA and ANOVA. Scores 

from Adolescent-Low Aspirations and Adolescent-School 

Problems did not discriminate among any of the three groups 

in the MANOVA and exercised minimal influence predicting 

group membership in function one. Immaturity and Paranoia 

were identified by function two as influencing the 

classification into groups. Scores for Immaturity had a 
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negative effect and tended to lower the discriminant 

scores, while scores for Paranoia tended to raise the 

discriminant scores. 

Some of the scales that largely influenced the results 

of the functions did not discriminate among the groups in 

the MANOVA. For example, scores from Adolescent-Health 

Concerns did not significantly discriminate among the 

groups in the MANOVA, but had a considerable influence 

function in the discriminant analysis. High scores on this 

scale indicated membership in the normative group in 

function one, but suggested membership in either the 

normative or clinical inpatient group in function two. 

This result indicated that the scores Adolescent-Health 

Concerns may not be a strong indicator of group membership 

by itself, but may exert influence in combination with the 

scores of other scales. For example, if an adolescent 

scored clinical elevations on Psychopathic Deviate, 

Paranoia, and Adolescent-Health Concerns, his/her chances 

of being assigned to the clinical inpatient group or the 

normative group would be based on scores from the other 

scales. The prediction of group depended on such factors 

as which score or scores of those four scales were the most 

elevated, and which other scales (Immaturity, 

Schizophrenia, Hypomania, etc.) were also elevated. 

Immaturity was the only scale that was significant in 

the MANOVA and influential in both discriminant functions. 
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even though its influence in function one was minimal. The 

scores for Immaturity had a negative influence in both 

functions. Scores for Immaturity suggested membership in 

the normative group according to function one and 

membership in the SED group according to function two. The 

results of the MẐ NOVA demonstrated that the scores for 

Immaturity significantly discriminated between the 

normative and clinical inpatient samples and between the 

normative and SED samples. The MANOVA results indicate 

that high scores on Immaturity would more likely come from 

participants from the SED and clinical inpatient samples. 

However, the discriminant analysis results were somewhat 

contradictory and suggested that high scores on Immaturity 

directed membership toward the normative or SED group. 

Scores for Immaturity appeared to discriminate among 

the groups and predict group membership in conjunction with 

scores from other scales. For example, an adolescent who 

scored high on Psychopathic Deviate, Paranoia, and 

Immaturity would probably be assigned to the clinical 

inpatient or SED sample because high scores on Psychopathic 

Deviate and Paranoia are weighted more in function one and 

indicate membership in either the SED or clinical inpatient 

groups. In contrast, an adolescent who scored high on 

Immaturity, Adolescent-Health Concerns, and Adolescent-Low 

Aspirations would probably be assigned to the normative 

group, because high scores on Adolescent-Health Concerns 
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and Adolescent-Low Aspirations are weighted less in 

function one and indicate membership in the normative 

group. 

Significance of the Results 

Neither MANOVA nor the discriminant analysis found any 

specific scales or group of scales from the MMPI-A that 

clearly discriminated the SED participants from both the 

normative and clinical sample. In spite of this, there are 

indications that using the MMPI-A could be useful in 

identifying students with SED. 

Scores from Psychopathic Deviate, Paranoia, 

Schizophrenia, and Immaturity, which were four of the seven 

scales that showed significant differences between the 

normative and clinical inpatient samples, also showed 

significant differences between the normative and SED 

samples. Scores from three of these same scales. 

Psychopathic Deviate, Paranoia, and Immaturity also were 

predictors of group membership for function one which was 

the stronger function for sorting group membership. The 

lack of any scales that consistently showed significant 

differences between the clinical inpatient and SED samples 

suggest that the two samples are similar. The SED sample 

could be a subset of a clinical sample. The lack of 

statistical significance between the SED and clinical 

inpatient samples for all of the scales used in the study 
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also indicates that the SED and clinical inpatient samples 

may not be significantly different populations. 

The factors that determine whether or not an 

adolescent is placed in a psychiatric hospital or 

residential treatment center are not always related to 

his/her ability to make academic progress in school. 

Inpatient or residential treatment are not always necessary 

for a student to make academic progress even when a student 

may exhibit severe psychopathology. In some cases, a 

hospital or residential placement is often the result of a 

decision by a parent or guardian that a person is a danger 

to himself/herself or others and/or the ability of a parent 

or insurance company to pay for residential care. 

When students are referred for special education 

services, they are usually referred from the general 

population of students approximated in this study by the 

normative sample, not a clinical inpatient population. The 

school psychologist is more concerned with the differences 

between a normative population and an SED population than 

between a clinical inpatient population and an SED 

population. Therefore, if an MMPI-A scores can 

discriminate between normal and clinical populations, it 

could be useful in identifying students with SED, 

especially since students with SED closely resemble the 

clinical inpatient sample in this study. 
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Another discriminant analysis was conducted using only 

the normative and SED groups and the scores from the nine 

scales used in the first discriminant analysis. This 

analysis obtained a Wilks' lambda of .6724, and an 

associated chi-square of 26.785, p < .001. The 

classification results (summarized in Table 5.3) accurately 

predicted group membership for 75.68% of the participants 

in the normative and SED groups, significantly better than 

the 50% that would be expected by chance. These results 

support the contention that the MMPI-A could be useful in 

identifying students with SED. 

Table 5.3 Discriminant Analysis Classification Results 
Using Only the Normative and SED Groups 

Actual Group Norm SED 

Norm 31 7 

81.6% 18.4% 

SED 11 25 

30.6% 69.4% 

Percent of cases correctly classified: 75.68 

The MANOVA did find significant differences between 

the normative and SED samples on the scores for the 

Psychopathic Deviate, Schizophrenia, Hypomania, and 
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Immaturity scales, indicating that clinical elevations on 

these scales could suggest the possibility of a diagnosis 

of SED for a referred student. The discriminant analysis 

also supported these results by showing that scores from 

Psychopathic Deviate, Paranoia, and Immaturity scales 

exercised substantial influence in predicting group 

membership. 

Integration with Prior Research 

Several studies support the similarity of 

psychopathology in both students with SED and children and 

adolescents who are clinical inpatients. Mattison, 

Humphrey, Kales, Handford, Finkenbinder, and Hernit (1986) 

concluded that the severity of psychological disorders for 

boys with SED aged 6-11 years was similar to the severity 

of boys in a child psychiatric inpatient unit. In 1994, 

Mattison and Gamble found that scores on the Teacher's 

Report Form of the Child Behavior Checklist (CBCL) placed 

boys with SED as the most severe of the four groups studied 

(boys with SED, boys receiving outpatient therapy, boys 

receiving inpatient therapy, and a random sample of boys in 

the general population). 

The research of Tharinger, Laurent, and Best (1986) 

support the contention that students with SED represent a 

fraction of students with significant psychopathology. By 

comparing the classification systems of Diagnostic and 

152 



statistical Manual of Mental Disorders-3'^ Ediuion (DSM-

III, the manual in use at the time), CBCL, and SED 

criteria, they found that the SED criteria identified the 

lowest percentage as SED. 

Contributions of the Study 

This study suggests that students with SED resemble 

clinical inpatients more than they resemble a normal 

population. The results of the discriminant analysis 

supported the results of the multivariate analysis of 

variance and analysis of variance in finding significant 

differences between the normative and SED samples for five 

of the 12 scales used in this study. Therefore, the MMPI-A 

could contribute valuable information for identifying 

students with SED and planning an appropriate educational 

plan for them. 

This conclusion may not be surprising to many public 

school teachers, school counselors, and school 

psychologists who work with children and adolescents with 

SED. These professionals are aware of the emphasis on 

keeping students with SED in as normal and non-restrictive 

a setting as possible. The results of this study confirm 

that the public school population includes students with 

different levels of psychopathology. 

Knowing that the SED sample more closely resembled the 

clinical inpatient sample gives insight in determining the 

153 



validity of an MMPI-A profile. Archer (1992) consistently 

provided contrasting interpretation for the F, L, and K, 

scales depending on whether profile is from a normative or 

clinical setting. For example, T-scores of 40 or below on 

the K scale could be ""related to "fake bad' attempts among 

normals, or acute distress for adolescents in psychiatric 

setting" (Archer, 1992, p. 116). Knowing that a student is 

identified with SED or being tested for SED would indicate 

that his/her MMPI-A responses and other assessment 

information would need to be interpreted from a clinical 

perspective rather than a normative point of view. 

Even though most students coming from inpatient or 

residential treatment facility are placed in special 

education classes when returning to public school, it is 

not unusual for children and adolescents to return to a 

general education placement rather than a special education 

class upon leaving a residential treatment/hospital 

placement. Sinclair, Forness, and Alexson (1985) found 

that one-third of the children receiving psychiatric 

evaluation in their study were recommended for general 

class placement. They found that even though two-thirds of 

the students who left inpatient treatment returned to 

special education classes, none of the children and 

adolescents given more severe diagnoses of psychosis and/or 

schizophrenia were recommended to self-contained special 

education classes. Sinclair, Forness, and Alexson 
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concluded that factors other than the severity of the 

psychopathology did resulted in more restrictive 

educational placements. 

Some of the differences between the SED sample and 

clinical inpatient sample in this study may not have been 

the degree of psychopathology, but the ability to pay for 

inpatient/residential treatment. Public school districts 

are reluctant to commit large amounts of taxpayer dollars 

to a residential placement for one student if educational 

benefit can be achieved with a combination of services such 

as special education classes and outpatient counseling. 

The decision to hospitalize an adolescent is based on how 

dangerous he/she is to himself/herself or others and the 

ability of parents and/or guardians to pay for private 

residential treatment rather than on educational need. 

Implications of the Study 

The MMPI-A appears to be useful in identifying some 

students with SED, even though it is possible for students 

with SED to have no clinical elevations on the 12 scales 

used in this study. Even though it did not always 

discriminate students with SED from the clinical sample, 

five of the scales did discriminate students with SED from 

the normative sample. This study supported the opinion 

that SED students should be considered a clinical sample, 

because the differences between the students with SED and 
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students who are clinical inpatients are not readily 

apparent on the MMPI-A. 

Because the Individuals with Disabilities Education 

Act (IDEA) requires the diagnosis of any impairment that 

hinders educational progress to be based on a comprehensive 

assessment that includes information from a variety of 

sources and instruments, the diagnosis of SED could not be 

based on the results of the MMPI-A by itself. However, it 

appears from this study that the MMPI-A could contribute 

information that would be helpful in a comprehensive 

assessment in identifying students with SED. 

Limitations of the Study 

As with many research studies, this investigation had 

several limitations. The limitations appeared in two basic 

areas: availability of participants and administration of 

the MMPI-A. 

The principal limitation was the availability of 

participants. The samples used in this study were samples 

of convenience and did not mirror the general population of 

adolescents, adolescents identified with SED, or 

adolescents in residential treatment or psychiatric 

hospitals. Because they were samples of convenience, the 

samples were fairly small compared to most studies using 

the MMPI-A. The study was limited geographically to west 
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Texas; therefore, the results may not generalize to other 

parts of the United States. 

The samples were also uneven with respect to ethnicity 

and gender. For example, there were no African-Americans 

in the normative sample, but there were several in the SED 

and clinical inpatient samples. Also, the ratios of males-

to-females in each sample was different. The normative 

sample had only 11 males and 27 females; the SED sample had 

22 males and 14 females; and the clinical inpatient sample 

had 21 males and 16 females. 

Another limitation of the study involving the 

availability of participants was in the make-up of the 

clinical inpatient sample. The attempt to duplicate the 

clinical sample of the MMPI-A standardization possibly was 

not entirely successful. The majority of the participants 

in the clinical standardization sample (462 out of a total 

of 713) were in alcohol- and drug-treatment facilities 

(Archer, 1992). Some of the participants in the clinical 

inpatient sample of this study may have been receiving 

treatment for drug/alcohol-related problems, but none were 

from a substance abuse treatment facility. This difference 

in sampling could account for some of the results of this 

study. 

The other limitation resulted from the manner in which 

the adolescents completed the MMPI-A. The participants in 
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the normative sample completed the MMPI-A in a class 

setting. Some of the participants in the SED sample 

completed the questionnaire in a groups while others 

completed it individually. Participants in the clinical 

inpatient sample completed the MMPI-A as part of their 

assessment at the psychiatric hospital or residential 

treatment center. 

Recommendations for Further Research 

Much research is needed in methods to identify 

students with SED. This study raised at least as many 

questions as it answered. In examining the results of this 

study, certain areas in need of further research became 

apparent. 

1. This study should be replicated with more 

participants in each sample and with participants from more 

geographical areas. A possibility exists that more 

significant findings were obscured by the sample sizes and 

the geographical limitation to west Texas. 

2. If possible, this study could be replicated by 

comparing the scores of adolescents identified with SED to 

the data from the normative and clinical samples of the 

standardization. Since the normative and clinical 

inpatient samples from this study were samples of 

convenience and may have differed from the standardization 

samples, the comparisons with the SED sample may be 
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different when compared with the standardization samples. 

3. The possibility of using scales other than the 12 

scales included in this study needs to be investigated. 

Even though the MMPI-A scales excluded from this study were 

not associated with school problems, it is plausible that 

they could be useful for diagnosing students with SED. 

4. Further research is needed to determine if 

elevations on the five scales that discriminated between 

the normative and SED samples are correlated with the 

matching criteria for SED. There was no attempt made in 

this study to examine the eligibility report for SED for 

each participant in the SED sample to see which criterion 

for SED was met for that participant. Even though each of 

the five criteria of SED was matched to specific scales of 

the MMPI-A, no attempt was made to correlate the MMPI-A 

scales to the criteria used to identify each participant. 

5. Further research is also needed at the item-level 

of the MMPI-A to possibly identify students with SED. This 

study used only the Uniform T-scores from the MMPI-A 

profiles, not individual item responses. The failure of 

scores from the Adolescent-School Problems scale to 

discriminate the students with SED from the other two 

groups indicates that more work is needed in this area. If 

the item responses from the participants with SED are 

examined, possibly a scale specific to identifying students 
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with SED could be found. 

6. There is also further research needed in the area 

of why SED is diagnosed more often in urban/suburban school 

districts and less often in rural areas. Even though this 

was not statistically investigated in this study, higher 

clinical elevations on some scales from students with SED 

in some school districts and contrasting low flat profiles 

from students with SED in other districts was observed 

during the data collection process. 

In summary, this study has provided important and 

pertinent information regarding the use of the MMPI-A in 

identifying students with SED. Even though further 

research with larger sample sizes from more geographic 

areas is needed, the chief practical conclusion from this 

study is that school psychologists could use the MMPI-A as 

part of a comprehensive assessment battery to assist in 

identifying students with SED. A second practical 

conclusion from this study is that adolescents with SED 

share many traits with adolescents receiving inpatient or 

residential treatment. 

As school districts work to become more accountable to 

their students, parents, and communities, school 

psychologists and other special education assessment 

personnel need objective, valid, and reliable instruments 

to support their diagnoses of SED. As more research is 
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conducted both into the use of the MZ-IPI-A and into 

assessment techniques for diagnosing SED, the MMPI-A could 

become a tool used by more school psychologists. 
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APPENDIX A 

CONSENT FORM 

I hereby give my consent for me/my child to participate in 
the project entitled: 

Assessing Adolescent Students with Serious Emotional 
Disturbance Using The MMPI-A. 

I understand that the person responsible for this project 
is: 

Dr. Loretta Bradley, dissertation chair, 742-2393 
Ellen M. Frye, doctoral student, 796-1152 or 766-2213. 

She has explained that this study is part of a project that 
has the following objectives: 

Find a more precise, efficient method for identifying 
students who need special education services as 
students with a Serious Emotional Disturbance. 

Determine if 12 specific scales of the MMPI-A can 
discriminate non-handicapped students and clinical 
inpatient adolescents from SED adolescents. 

1) She has explained the procedures to be followed. 

Each subject will be asked to provide identifying 
information (age, gender, race), take the Reading 
section of the Wide-Range Achievement Test-Ill and 
complete the Minnesota Multiphasic Personality 
Inventory-Adolescent Version. 

2) The following risks or discomforts in the procedures 
have been explained to me. 

Completion of the WRAT-III and MMPI-A may take up to 2 
to hours. Some of the items of the MMPI-A may be 
personal and/or objectionable. 

3) There are no direct benefits to the participants. 

4) There are no alternative procedures. 

I understand that there is no payment for participating. 
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It has further been explained that the total duration of 
my/my child's participation will be the time necessary to 
complete the Reading portion of the WRAT-III and MMPI-A. 

It has further been explained to me that only Ellen Frye 
will have access to the data collected for this study, and 
all the data associated with this study will remain 
strictly confidential. The data obtained will be recorded 
in such a manner that subjects cannot be identified, 
directly or indirectly, through identifiers linked with the 
subjects. 

Dr. Bradley has agreed to answer any inquiries I may have 
concerning the procedures and has informed me that I may 
contact the Texas Tech University Institutional Review 
Board for the Protection of Human Subjects by calling 806 
742-3884 or by writing them in the care of: 

Office of Research Services 
Texas Tech University 
Lubbock, Texas 79409 

If this research project causes any physical injury to 
participants in this project, treatment is not necessarily 
available at Texas Tech University or the Student Health 
Center, nor is there necessarily any insurance carried by 
the University or its personnel applicable to cover any 
such injury. Financial compensation for any such injury 
must be provided through the participant's own insurance 
program. Further information about these matters may be 
obtained from: 

Dr. Robert M. Sweazy 
Vice Provost for Research 
Room 203 Holden Hall 
Texas Tech University 
Lubbock, Texas 79409-1035 

Dr. Sweazy may be reached by telephone at: 806 742-2884. 

I understand that neither I nor my child may derive 
therapeutic treatment from participation in this study. I 
understand that my child may discontinue this study at any 
time he/she chooses without penalty. 
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Signature of Subject: 
Date 

Signature of Parent/Guardian or Authorized Representative 
(required if subject is under age 18 years): 

Date: 
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APPENDIX B 

ACTUAL GROUP MEMBERSHIP, ASSIGNED GROUP 

MEMBERSHIP, AND FUT̂ CTION SCORES 
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Table B.l Actual Group Membership, Assigned Group 
Membership, and Function Scores 

Actual Assigned Function Function 
Participant Group Group One Two 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

SED 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

SED 

Norm 

Norm 

SED 

Norm 

Norm 

SED 

Norm 

-2.1287 

-1.2815 

-.1245 

-.6210 

-.7276 

-1.6103 

-.3686 

-1.7895 

-1.0897 

-.9633 

-1.5523 

.4872 

-.8717 

-1.5302 

.0799 

-1.3357 

-1.7842 

.6548 

-1.0734 

-1.2901 

.3002 

-2.1425 

-.0633 

-.1536 

1.1397 

.1544 

.3051 

1.3704 

.3153 

-1.3916 

-.3860 

1.2110 

.9241 

.1843 

.3638 

1.0150 

-1.3087 

.7606 

173 



Table B.l Contimied 

Actual Assigned Function Function 
Participant Group Group One Two 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

Norm 

SED 

Norm 

Norm 

Norm 

CI 

Norm 

Norm 

SED 

Norm 

Norm 

Norm 

Norm 

Norm 

SED 

-1.5263 

-.8284 

-1.5126 

-.4677 

-.7843 

.2246 

-1.5836 

-1.2366 

-1.6856 

1.0026 

-1.3855 

-1.4018 

.5576 

-1.8425 

-1.9529 

-2.2177 

-1.6651 

-.7252 

1.0063 

.2 605 

.0276 

.7121 

.2087 

2.4604 

-1.1755 

.0386 

.7074 

.2711 

.0700 

-3.0116 

.3462 

-1.5472 

-.1869 

.1417 

.2703 

-.3211 

-.3219 

-1.4135 
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Table B . l Cont inued 

Participant 

39 

40 

41 

42 

43 

44 

45 

46 

47 

48 

49 

50 

51 

52 

53 

54 

55 

56 

57 

Actual 
Group 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

Assigned 
Group 

Norm 

Norm 

SED 

CI 

SED 

Norm 

CI 

SED 

CI 

CI 

CI 

SED 

Norm 

CI 

SED 

SED 

CI 

CI 

Norm 

Function 
One 

-1.3038 

-.7618 

.0423 

.9199 

.1607 

-1.5911 

1.1200 

1.5007 

1.3455 

.2102 

1.1630 

.0774 

-.3507 

2.1286 

1.5727 

.5751 

1.2615 

.2350 

-.4154 

Function 
Two 

-.8674 

.6381 

-.4604 

.6882 

-.5136 

-2.1337 

.0279 

-.9377 

.8599 

.6619 

.8635 

-.6249 

.6539 

-.6459 

-1.0245 

-.8880 

-.1718 

1.0695 

.4434 
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Table B.l Continued 

Participant 
Actual 
Group 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

SED 

CI 

CI 

Assigned 
Group 

SED 

Norm 

SED 

SED 

Norm 

SED 

CI 

SED 

Norm 

CI 

Norm 

SED 

CI 

Norm 

Norm 

Norm 

Norm 

CI 

CI 

Function 
One 

1.5243 

-.9203 

.1449 

.1693 

-1.0541 

.6797 

.4063 

1.0496 

-.4513 

2.2785 

-.4841 

.5467 

.6631 

-1.1992 

-1.1042 

-.2697 

1.7797 

2.1420 

2.6536 

Function 
Two 

-.5938 

-.0380 

-1.3786 

-.3086 

-.9551 

-2.7277 

.2621 

-.5831 

-.1305 

-.2425 

-.7809 

-1.1207 

.3500 

.8525 

-.4506 

.5638 

.4294 

.8466 

1.5570 

58 

59 

60 

61 

62 

63 

64 

65 

66 

67 

68 

69 

70 

71 

72 

73 

74 

75 

76 
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Table B.l Continued 

Actual Assigned Function Function 
Participant Group Group One Two 

77 

78 

79 

80 

81 

82 

83 

84 

85 

86 

87 

88 

89 

90 

91 

92 

93 

94 

95 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

CI 

SED 

SED 

Norm 

CI 

CI 

CI 

SED 

CI 

CI 

CI 

SED 

CI 

CI 

CI 

CI 

CI 

Norm 

Norm 

CI 

-.2827 

2.0971 

-1.6684 

1.5501 

.4810 

1.0513 

1.2168 

1.5132 

1.9039 

.0647 

1.1199 

1.7175 

.4971 

.2340 

.6675 

1.7749 

-.3974 

-.3866 

1.2195 

-.3125 

-.9891 

1.0521 

-.1909 

1.4351 

.9559 

-.4677 

.0166 

-.5739 

1.3298 

-1.2042 

3.3833 

.8391 

1.3784 

.2572 

.7280 

.5052 

-.3975 

1.3358 
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Table B.l Continued 

Actual Assigned Function Function 
Participant Group Group One Two 

178 

96 CI CI 1.0187 .8154 

97 CI SED -.0070 -.3478 

98 CI SED -.1476 .2901 

99 CI Norm -.7621 -.7595 

100 CI SED 1.7681 -1.3700 

101 CI Norm -1.1149 1.0605 

102 CI CI .5073 .3081 

103 CI SED .6974 -.3410 

104 CI CI .0501 .6756 

105 CI CI 1.4260 1.0306 

106 CI SED -.4172 -.9592 

107 CI SED 1.3954 -.6229 

108 CI CI 1.1940 2.1728 

109 CI CI 1.7703 .2750 

110 CI Norm -1.2191 -2.2317 

111 CI Norm -1.3229 .5935 

m\ 


